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Abstract 
Public health nurses (PHNs) and primary care providers in northern British Columbia will 
need to work closely together in primary care homes and interprofessional teams, but little is 
known about how these providers collaborate. In this study, fifteen PHNs shared their 
experiences of collaborating with primary care providers in day-to-day practice. Interpretive 
description methods of analysis (Thorne, 2008) revealed that PHNs’ experience of 
collaboration was characterized by the themes of power, autonomy, communication, and a 
public health perspective. PHNs viewed collaboration with primary care providers somewhat 
skeptically, but they possessed the knowledge, skills, and abilities to collaborate successfully. 
The facilitators of collaboration were client-centred care, professional relationships, 
teamwork, leadership, and direct communication. When PHNs made clients’ needs and 
preferences for care and services their priority, the foundational aspects of collaboration were 
expressed in their practice, and collaboration with primary care providers contributed to 
positive outcomes for clients, families, and communities.   
  iii 
Table of Contents 
Abstract ................................................................................................................................ ii 
Table of Contents ................................................................................................................. iii 
Acknowledgement ................................................................................................................. v 
Chapter One: Overview ......................................................................................................... 6 
The Research Problem ........................................................................................................ 7 
Study Purpose and Objectives ............................................................................................ 8 
Overview of the Study ........................................................................................................ 8 
Chapter Two: Literature Review .......................................................................................... 10 
Study Context: Northern British Columbia ....................................................................... 10 
Understanding Interprofessional Collaboration Conceptually and Theoretically ............... 14 
Collaboration in Public Health Nursing Practice ............................................................... 18 
Aligning Public Health Nurse Practice with Primary Health Care ..................................... 23 
Nurse-Physician Collaboration in Primary and Community Care ...................................... 28 
Community Nurses’ Experiences of Collaboration in Health Care Teams ......................... 31 
Summary of the Literature ................................................................................................ 34 
Chapter Three: Methods....................................................................................................... 35 
Study Design .................................................................................................................... 36 
Participants ...................................................................................................................... 37 
Data Collection ................................................................................................................ 38 
Data Analysis ................................................................................................................... 39 
Rigour .............................................................................................................................. 40 
Ethical Considerations ...................................................................................................... 41 
Summary of Methods ....................................................................................................... 42 
Chapter Four: Findings ........................................................................................................ 43 
Power ............................................................................................................................... 44 
“The hierarchy of the medical model.” .......................................................................... 44 
“A member of the health care team.” ............................................................................ 48 
“Everybody has something valuable to add.” ................................................................ 51 
Autonomy ........................................................................................................................ 53 
“Public health nurses have this very independent practice.” .......................................... 53 
“Team building and relationship building.” ................................................................... 56 
“A culture of respect.” .................................................................................................. 60 
Communication ................................................................................................................ 62 
“It’s all done through the medical office assistants.” ..................................................... 62 
“What is the best way for us to do this?” ....................................................................... 66 
“Openness to communication.” ..................................................................................... 69 
  
  iv 
A Public Health Perspective ............................................................................................. 70 
“Confused about conflicting information.” .................................................................... 71 
“On the same page.” ..................................................................................................... 74 
“Knowledge to do the basics of primary care.”.............................................................. 77 
Summary of Findings ....................................................................................................... 78 
Chapter Five: Discussion ..................................................................................................... 80 
A Focus on Client-Centred Care ....................................................................................... 81 
Professional Relationships with Primary Care Providers ................................................... 84 
An Ethos of Teamwork .................................................................................................... 88 
Leadership that Promoted Equality ................................................................................... 90 
Clear, Direct Communication ........................................................................................... 92 
Summary of Discussion .................................................................................................... 97 
Chapter Six: Conclusions and Implications .......................................................................... 98 
Conclusions ...................................................................................................................... 99 
Study Limitations ........................................................................................................... 102 
Implications for Research ............................................................................................... 103 
Implications for Education ............................................................................................. 105 
Implications for Practice ................................................................................................. 106 
Implications for Leadership ............................................................................................ 108 
Final Thoughts ............................................................................................................... 109 
References ......................................................................................................................... 110 
Appendix A: Interview Questions ...................................................................................... 117 
Appendix B: Email Script for Invitation to Participate in the Research Study ..................... 118 
Appendix C: Research Information Letter and Consent to Participate ................................ 119 
Appendix D: Ethics Approval ............................................................................................ 125 
 
  
  v 
Acknowledgement 
 I would like to sincerely thank my research supervisor, Dr. Martha MacLeod, for 
guiding me through this learning experience in a patient, persistent way. Your knowledge and 
expertise has been invaluable to the completion of this thesis. Thank you for encouraging me 
to keep going, and for being so supportive and understanding of work-life balance. To my 
committee members, Dr. Neil Hanlon and Cathy Ulrich, thank you for your constructive 
suggestions and intelligent insights which have helped me to continually re-examine my work 
in the context of the overall big picture of health care in northern British Columbia.  
 To my family, who have tirelessly supported me throughout this endeavour, I wish to 
extend my most heartfelt gratitude. I would not have achieved this without you. 
Finally, I cannot thank enough everyone who has helped me out with childcare over the 
past few years—your kindness and selflessness is what has made this accomplishment 
possible.  
  
 
  6 
Chapter One: Overview 
 Public health nurses (PHNs) have been essential providers of public health and primary 
health care services in northern British Columbia for nearly a century (Harrison, 2011). Over 
the past one hundred years, PHNs have continually redefined their practice to accommodate 
changes in the health care environment and society so that the services they provide best 
serve clients, families, and communities (Ulrich, 2001). Currently in northern British 
Columbia, PHNs are redefining their practice to accommodate primary health care changes 
that are being pioneered by the Northern Health Authority (hereafter referred to as Northern 
Health). Northern Health is working to improve primary health care by developing primary 
care homes which are supported by interprofessional teams that will collaboratively deliver 
integrated primary and community care services to people in northern British Columbia 
(Northern Health, 2016). This health care initiative is changing the way PHNs work with 
other health care professionals, particularly primary care providers.  
In 2015, Northern Health introduced a new nursing role, the primary care nurse, as part 
of their work to improve primary health care. Many public health nurses have gradually been 
transitioning into the primary care nurse role. The primary responsibility outlined on the 
primary care nurse job description is collaborating with physicians and other health care 
providers who are members of interprofessional teams (Northern Health, 2015). As Northern 
Health’s primary health care work is still unfolding, it is not yet known exactly how primary 
care nurses will be collaborating with primary care providers in the primary care home 
model. However, it seems certain that primary care nurses and primary care providers will be 
collaborating together in new ways. Although PHNs in northern British Columbia have 
always worked alongside primary care providers (namely, family physicians) as they 
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delivered services to clients, families, and communities, for the most part the work of these 
professionals has been very separate and distinct (Ulrich, 2001). Public health nurses are now 
being challenged to redefine their practice to work more collaboratively with primary care 
providers in their new role as primary care nurses. 
The Research Problem 
This study was conceptualized in 2013-2014. At that time, a collaborative qualitative 
research project between the University of Northern British Columbia (UNBC) and Northern 
Health, called Partnering for Change: Understanding the Contribution of Social 
Entrepreneurship to Primary Health Care Transformation (hereafter referred to as the 
Partnering Study) (MacLeod, 2011), was being conducted to examine how health care 
providers and other stakeholders were actively working together to enact primary health care 
initiatives. Initial discussions between researchers and research partners in the Partnering 
Study identified a lack of research-based knowledge about how health care providers could 
successfully work together to deliver collaborative team-based primary health care services in 
rural and northern settings. As a research assistant in the Partnering Study, and as a non-
practicing public health nurse, I considered how this lack of knowledge might impact my 
PHN colleagues. Many PHNs would soon be transitioning to the new primary care nurse role 
and they would be expected to work much more collaboratively with primary care providers 
(Northern Health, 2015).  
In April, 2015, I attended a PHN symposium hosted by Northern Health in Prince 
George. At this symposium, PHNs from communities across northern British Columbia 
voiced many questions and concerns about how they could successfully collaborate with 
primary care providers once they became primary care nurses. These questions and concerns 
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proved challenging for Northern Health leaders to address, in part because there was a lack of 
research-based evidence describing PHN-primary care provider collaboration that they could 
share with PHNs. From talking with my PHN colleagues, I learned that many PHNs left the 
symposium feeling disappointed that their questions had not been answered. Public health 
nurses were seeking information that would help them configure their practice to work more 
collaboratively with primary care providers in their new role and new work environment 
(Ulrich, 2001). The problem of not having information to support PHNs as they worked to 
configure their practice to become more collaborative affirmed to me that there was a need to 
develop research-based knowledge about how PHNs collaborated with primary care 
providers in rural, northern settings. It was also apparent that this knowledge could inform 
Northern Health leaders and managers to better support PHNs, primary care providers, and 
other professionals to navigate changing roles that required them to work together more 
collaboratively. 
Study Purpose and Objectives 
The purpose of this study was to develop a better understanding of how PHNs 
collaborated with primary care providers in rural, northern settings. There were two 
objectives of this research: To identify and describe the aspects of collaboration that existed 
in PHNs’ everyday interactions with primary care providers, and to find out what facilitated 
and hindered collaboration between these providers in this setting. 
Overview of the Study 
Fifteen PHNs working in northern British Columbia were interviewed and asked to 
share their experiences of collaborating with primary care providers. Responses were 
analyzed using interpretive description methods (Thorne, 2008). As a confidentiality 
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measure, and to encourage participants to feel safe to share examples that included references 
to clients and colleagues, all study participants and the people they discussed in their 
interviews were assigned female gender. The study found that collaboration between PHNs 
and primary care providers was beginning to evolve from ad hoc collaboration related to 
specific client health issues at certain points in time to more intentional collaboration that 
could be sustained over time. The themes of power, autonomy, communication, and a public 
health perspective were found to characterize PHNs’ experience of evolving collaboration 
with primary care providers. Collaboration was found to be a complex, multidimensional 
process for working together that was successful when PHNs and primary care providers 
focused on clients’ needs and preferences for care, established professional relationships with 
one another, shared an ethos of teamwork, demonstrated leadership that promoted equality, 
and communicated with each other clearly and directly.  
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Chapter Two: Literature Review 
 This chapter presents literature that has explored collaboration in the context of primary 
care settings, community care settings, and primary and community health care teams. 
Consideration is given to factors that may have contributed to public health nurse-primary 
care provider collaboration, particularly collaboration between these providers in the context 
of primary care homes and interprofessional teams. Public health nurses’ (PHNs) and primary 
care providers’ perspectives and experiences of collaborating with one another were notably 
absent in the literature, despite the insights provided into collaborative practice between 
nurses and physicians.  
Study Context: Northern British Columbia 
Health care services in northern British Columbia are provided by Northern Health. 
Northern Health is geographically the largest of British Columbia’s five regional health 
authorities. It is characterized by a large geographical area and a low population density. 
Northern Health services the northern two-thirds of the province and approximately 300,000 
people (Northern Health, 2012). Residents of northern British Columbia live mainly in small 
communities scattered across the region. Prince George is the only community in Northern 
Health that has more than 50,000 people; most communities have less than 10,000 people 
(BC Stats, 2015).  
Most communities in northern British Columbia are economically dependent on natural 
resource extraction and/or initial resource processing. Northern British Columbia’s resource-
based economy contributes significantly to the province’s overall economy; it is often 
described as the province’s economic “engine” (Northern Health, 2012, p. 7). However, not 
all communities have a solid economic base: The economic profiles of individual 
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communities vary greatly and the economic environment in northern British Columbia 
greatly influences population health. 
The population health status of northern British Columbia is lower than that of British 
Columbia (Northern Health, 2012; Provincial Health Services Authority [PHSA], 2010). The 
mortality rate is greater than any of the other regional health authorities as well as the 
province over all (Northern Health, 2012). The burden of chronic disease is significantly 
higher in the population served by Northern Health: Cardiovascular disease, hypertension, 
and asthma are more prevalent, and incidence rates for these diseases are increasing much 
faster in northern British Columbia than they are in the province as a whole (PHSA, 2010). 
Health service usage in Northern Health is greater than in the rest of the province (Northern 
Health, 2012).  
Northern Health’s strategic plan (Northern Health, 2016) outlines how the organization 
plans to improve population health in northern British Columbia by working to address key 
priority areas such as healthy people in healthy communities, coordinated and accessible 
health care services, and quality of care. To support people to take an active role in managing 
their own health so they can live well in rural, northern communities, Northern Health aims to 
make primary care services more readily available to people in northern British Columbia by 
making sure everyone has access to a primary care home that is supported by an 
interprofessional team (Northern Health, 2016).  
Northern Health defines the primary care home as “a person-centred medical care 
setting, such as a family doctor’s office, where people establish a long-term relationship with 
a personal physician or nurse practitioner who provides and directs their medical care” 
(Northern Health, 2018, “What is a primary care home,” para. 1). Northern Health explains 
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on their website that many people will have all their health care needs met by working with 
their primary care provider (Northern Health, 2018). However, people with complex health 
issues may need to be connected to an interprofessional team that is associated with their 
primary care home to access specialized primary health care services such as mental health 
support, nutrition counselling, or physiotherapy. Interprofessional teams are “made up of a 
variety of health care professionals who work with a person’s doctor or nurse practitioner to 
support their total care” (Northern Health, 2018, “What is an interprofessional team,” para. 
1).  
To keep people healthy in their communities, Northern Health aims to better 
incorporate population health work, such as health promotion and disease prevention, into 
primary care homes (Northern Health, 2016). Health promotion and disease prevention are 
also the main focus of Northern Health’s preventative public health services which support 
healthy lifestyles, promote healthy growth and development, prevent illness and injury, and 
protect the public from health risks (Northern Health, 2018). In Northern Health’s strategic 
plan, there is overlap between primary care and preventative public health services; 
eventually some of these services may become integrated. The transition of many PHNs to 
the primary care nurse role in interprofessional teams, and the transition of many nurse 
practitioners and family physicians to the primary care provider role in primary care homes 
illustrates how Northern Health has taken steps to integrate primary care and public health 
services. By making these changes, Northern Health aims to achieve a person- and family-
centred approach to health care and services that helps individuals and families stay healthy 
in “resilient communities that foster health and wellness for Northern populations, including 
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longer life expectancy, reduction in disease and injury, and improved quality of life” 
(Northern Health, 2016, p. 3). 
In the years leading up 2015, PHNs worked as members of Northern Health’s 
preventative public health team. In 2015, Northern Health employed the equivalent of 84 full-
time staff level PHNs in 27 health units of varying size distributed across the region (F. 
Crane, personal communication, June 24, 2015). Many of these nurses now work as primary 
care nurses in interprofessional teams. There were 297 family physicians working in Northern 
Health in 2015 (S. Treholm, personal communication, June 10, 2015). Most of these 
physicians worked in individual or small group practices dispersed throughout the region. In 
2015, 26 nurse practitioners were employed by Northern Health to deliver primary care 
services in several communities across the region (H. Bourque, personal communication, 
June 4, 2015). Many of these physicians and nurse practitioners now work as primary care 
providers in primary care homes.   
Northern Health’s strategic plan recognizes that PHNs, primary care providers, and 
other health care professionals will need to be supported to take on new roles in primary care 
homes and interprofessional teams (Northern Health, 2016). Supporting health care providers 
to transition to working in interprofessional teams and primary care homes is an “enabling 
priority” in this document (Northern Health, 2016). Although the strategic plan describes how 
Northern Health will monitor progress on achieving providers’ smooth transition to working 
in primary care homes and interprofessional teams, what is missing from this document is 
mention of interprofessional collaboration in the context of teams (Northern Health, 2016). 
This omission is surprising considering that collaboration is a core Northern Health value 
(Northern Health, 2016). In order to achieve patient-centred care in primary care homes with 
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effective supports for collaboration within interprofessional teams, it would be beneficial to 
know more about how PHNs and primary care providers actually achieve collaboration 
within their everyday work. 
Understanding Interprofessional Collaboration Conceptually and Theoretically 
Interprofessional collaboration is a relatively new concept in health care and is thought 
to have developed in response to the increasingly complex health and social conditions health 
care providers are being challenged to manage. The most prominent definition of 
interprofessional collaboration in the research literature was “an inter-professional process for 
communication and decision making that enables the separate and shared knowledge and 
skills of care providers to synergistically influence the client/patient care provided” (Way, 
Jones, & Busing, 2000, p. 3). Way et al. (2000) developed this definition through a review of 
the medical and nursing literature and in consultation with family physicians and nurse 
practitioners in Ontario who were considered to be experienced in collaborative practice. 
Way et al.’s definition underscores how interprofessional collaboration is not simply about 
health care providers getting along well with each other: It stresses that interprofessional 
collaboration is a purposeful way of working together with the overt intention of positively 
impacting client care.  
A weakness of Way et al.’s (2000) otherwise comprehensive definition of 
interprofessional collaboration is that it does not mention how clients and families are 
involved in health care; it refers only to health care providers as active participants. Way et 
al.’s definition also evokes images of health care providers working alongside each other 
rather than as members of health care teams. Orchard, King, Khalili, and Bezzina (2012) 
addressed these omissions in their definition of interprofessional collaboration which directly 
  15 
refers to clients’ involvement in decision making and a team-based approach to care: “A 
partnership between a team of health professionals and a client in a participatory, 
collaborative and coordinated approach to shared decision-making around health and social 
issues” (Orchard et al., 2012, p. 58). Unfortunately, it is not clear from Orchard et al.’s study 
whether or not the research supporting this definition included input from health care 
providers working in primary and community care settings. 
Way et al.’s (2000) definition of interprofessional collaboration speaks to the active 
process of collaborating interprofessionally, whereas Ochard et al.’s (2012) definition 
describes what collaboration looks like in health care providers’ day-to-day practice. Whereas 
Way et al.’s definition draws attention to the importance of synergy and sharing knowledge 
and skills between health care providers, Orchard et al.’s definition strongly emphasizes 
equality and teamwork amongst health care providers and clients and more broadly links 
health with the social environment. Examining these definitions revealed that the term 
interprofessional collaboration has evolved, and continues to evolve, to accommodate new 
knowledge and perspectives about how health care providers and clients optimally work 
together to achieve safe and effective health care.  
Several studies have reviewed the research literature on interprofessional collaboration 
in a variety of health care settings in order to conduct concept analyses (Henneman, Lee, & 
Cohen, 1995; Petri, 2010), to develop an instrument to measure interprofessional 
collaboration (Orchard et al., 2012), and to establish the conceptual basis for interprofessional 
collaboration (D’Amour, Ferrada-Videla, San Martin Rodriguez, & Beaulieu, 2005). These 
studies shed light on what the conceptual elements and antecedents of interprofessional 
collaboration might be (D’Amour et al., 2005; Henneman et al., 1995; Orchard et al., 2012; 
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Petri, 2010). Aspects of problem solving, sharing, partnering, and working together in teams 
were identified as essential for interprofessional collaboration in these studies. Problem 
solving was proposed as the impetus for interprofessional collaboration: When effective, 
quality client care is jeopardized, health care providers, clients, and families come together in 
joint ventures to find solutions to problems (Henneman et al., 1995; Petri, 2010). Sharing 
goals and objectives, power, decision making, and responsibility for client care was thought 
to contribute to equality amongst health care providers, clients, and families (Petri, 2010). 
Henneman et al. (1995) suggested providers’ power in collaboration needed to be based on 
their knowledge and expertise rather than on their position or title. In discussions of 
partnering, it was proposed that sharing must extend beyond health care providers to clients 
and families in order for true interprofessional collaboration to be possible (D’Amour et al., 
2005; Orchard et al., 2012).  
Health care teams were identified as the context in which interprofessional 
collaboration occurred (D’Amour et al., 2005). It was suggested that health care providers 
needed to view themselves as team members in order to collaborate effectively (Henneman et 
al., 1995). Orchard et al. (2012) noted cooperation and coordination were essential to 
teamwork and explained that these processes helped health care providers reconcile their 
different disciplinary opinions and viewpoints to come to a common understanding and work 
together harmoniously. Petri (2010) suggested that teamwork contributed to achieving 
outcomes that “would not be possible if each discipline was acting independently” (p. 76). 
Mutual respect and trust between practitioners stood out in each of these studies as being 
foundational to building professional relationships that facilitated interprofessional 
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collaboration (D’Amour et al., 2005; Henneman et al., 1995; Orchard et al., 2012; Petri, 
2010).  
Collaboration theory for health care contexts and settings is just beginning to be 
developed. One promising model is D’Amour, Goulet, Labadie, San Martin-Rodriguez, and 
Pineault’s (2008) Four-Dimensional Model of Collaboration which outlines shared goals and 
vision, governance, formalization, and internalization as the key dimensions of 
interprofessional collaboration. Indicators of each dimension are (respectively): a client-
centred allegiance, leadership, information exchange, and trust. D’Amour et al. (2008) 
proposed that the dimensions of collaboration were interrelated and influenced each other. 
These researchers have validated their model through case study research with perinatal 
health care providers in primary care, community care, and acute care settings. They have 
used it to propose a typology that can be used to assess levels of collaboration in health care 
settings. D’Amour et al. (2008) proposed that collaboration developed in stages, and 
depending on a multitude of structural, professional, and interactional factors within health 
care organizations, they suggested that collaboration could be active, developing, or potential. 
D’Amour et al.’s (2008) model and typology provided insight into how interprofessional 
collaboration may exist at varying levels of intensity in real-life health care settings.  
Conceptual research studies suggested that equality, teamwork, client participation, 
common goals and objectives, and a shared approach to health care were necessary for 
interprofessional collaboration to occur. These studies indicated that interprofessional 
collaboration required health care providers to work together to overcome problems and 
difficulties, and to break away from rigid, traditional, disciplinary roles and practices. 
However, collaboration theory proposed that the elements of collaboration, and their 
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antecedents, may be present to varying degrees (or be entirely absent) in real-life health care 
settings. Therefore, it is possible that the elements and antecedents of interprofessional 
collaboration might present quite differently in evolving health care contexts such as the 
primary care homes and interprofessional teams in northern British Columbia.  
Collaboration in Public Health Nursing Practice 
Research studies that have examined collaboration between primary care and public 
health at the sectoral, organizational, and interactional levels of health care have provided 
important insights into what the barriers and facilitators of collaboration might be at each of 
these levels of health care (Martin-Misener et al., 2012; Martin-Misener & Valaitis, 2009). 
However, as these studies have not closely examined how collaboration with primary care 
providers was manifest in PHNs’ day-to-day practice, they do not illuminate how providers’ 
actions, behaviours, and perspectives contribute to developing successful or unsuccessful 
collaborations. Very few studies have specifically examined interprofessional collaboration in 
the context of PHN practice even though working collaboratively with other health care 
providers is described as a guiding principle for PHN practice (Canadian Public Health 
Association [CPHA], 2010).  
Research and professional literature examining the nature and content of PHN practice 
has more strongly emphasized how PHNs collaborated with health and social service 
organizations, community groups, and clients/families than how PHNs collaborated with 
other health care professionals. The underlying assumption was that PHNs worked as 
members of a public health-only team and this contributed to the literature’s incomplete 
portrayal of collaboration in PHN practice. Public health nurse practice that occurs in the 
context of primary care homes or interprofessional teams, and how collaboration might 
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manifest in these circumstances, has not been empirically examined or described. Therefore, 
it is at best speculative to suggest how interprofessional collaboration in PHN practice is 
described in the literature.  
The CPHA has published a series of documents to help clarify and articulate the role 
and functions of PHNs in Canada (CPHA, 2010). According to the CPHA (2010), PHNs are 
knowledgeable in the areas of public health science, nursing science, primary health care, and 
the social determinants of health. Public health nurses work in diverse community settings 
such as community health centres, schools, outreach clinics, and nursing outposts (CPHA, 
2010). Some PHN roles include building community capacity for health, working to promote 
healthy attitudes and behaviours in communities, advocating for policies that support health, 
and using epidemiological principles to monitor communicable diseases in communities 
(CPHA, 2010). Public health nurses’ work involves delivering nursing services that reflect 
public health principles and values to improve client, family, and community health.  
The CPHA document (CPHA, 2010) that described PHNs’ roles and activities did not 
mention that PHNs might work in primary care settings, or as part of interprofessional teams. 
Team building and collaboration were identified by the CPHA as key PHN activities, but 
descriptions of collaboration were strongly focused on intersectoral and interagency 
collaboration. For example, collaboration was defined in the glossary of the document as “a 
relationship among different sectors or groups, which have been formed to take action on an 
issue in a way that works better or is more sustainable than if the public health sector were 
acting alone” (CPHA, 2010, p. 32). While there were statements in this document about how 
PHNs collaborated with other health care professionals, most were in reference to how PHNs 
brought other health care professionals into intersectoral and interagency collaborations. 
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There was little mention of how PHNs worked with other health care providers together as a 
team to positively influence client care. Conceptualized this way, it was unclear how 
interprofessional collaboration fit within PHN practice.  
Research studies that have examined the nature and character of PHN practice 
suggested that this kind of nursing practice is tenuous and constantly shifting (Falk-Raphael 
& Betker, 2012; Ulrich, 2001). While these studies did not describe how interprofessional 
collaboration was manifest in PHN practice, they did provide insights into how PHNs 
actively shaped their practice. To develop a better understanding of public health nursing as 
an active process that takes place in a complex practice environment influenced by contextual 
forces, Ulrich (2001) examined the literature, health policy documents, and conducted a case 
study with PHNs in northern British Columbia. Ulrich identified three practice tensions 
inherent in public health nursing: A tension between focusing on individual health and 
population health, a tension between autonomous practice and the combined public health 
nursing effort, and a tension between PHNs’ and society’s efforts to improve health. Ulrich 
suggested that PHNs worked in a multi-faceted practice environment where they were 
continually challenged to configure their practice by negotiating the forces that influenced 
their practice such as health and social services reforms and public health policy 
developments. Ulrich described configuring practice as “non-linear and messy in nature 
requiring a back and forth relationship with the practice environment” (p. 141). Ulrich 
suggested that PHNs who embraced the complexities of their practice environment, the 
tensions inherent in their practice, and the contextual forces that influenced their practice 
found more meaning and coherence in their practice and were better able to articulate their 
practice to others (Ulrich, 2001). Ulrich’s study suggested that PHNs were capable of 
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configuring their practice to adapt to new circumstances, but in order to do this successfully 
they needed to understand the nature of change and be internally motivated to change. 
Falk-Raphael and Betker (2012) studied PHN practice from a critical perspective and 
found it to be “ever-shifting” (p. 328) in response to changes in health care and the wider 
sociopolitical environment. These researchers described how PHN practice had shifted from 
family-focused to population-focused, from community-based to office-based, and from 
generalist to specialist. Falk-Raphael and Betker identified a corporate ideology in health 
care, a reductionist approach to health assessment, organizational changes resulting in health 
care silos, and top-down managerial control of PHN practice as oppressive influences on 
PHN practice. Public health nurses in Falk-Rapheal and Betker’s study resisted oppressive 
forces by grounding their practice in the rich historical tradition of public health nursing, 
creating innovative processes to work around practice restrictions, and finding opportunity in 
adversity. This research provided important insights into how PHNs resisted oppressive 
power. Perhaps if PHNs view interprofessional collaboration as something they are mandated 
to do, they may resist working in this new way.  
Four research articles with different focuses of analysis reported on a study that 
examined the importance of relationships in PHN practice in northern British Columbia 
(Browne, Hartrick Doane, Reimer, MacLeod, & McLellan, 2010; Collette, 2014; Hartrick 
Doane, Browne, Reimer, MacLeod, & McLellan, 2009; Moules, MacLeod, Thirsk, & 
Hanlon, 2010). These studies illuminated how PHNs collaborated with clients and families to 
ensure they had access to quality, acceptable public health services. Public health nurse 
practice was described in these studies as being characterized by a generalist scope, highly 
skilled relational practice, roles and responsibilities that required flexibility and adaptability, 
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and a combination of both personal and professional involvement in the community (Browne 
et al., 2010; Moules et al., 2010). This research suggested that PHNs were highly respected in 
small communities and were professionally satisfied by their diverse roles, responsibilities, 
and wide scope of practice (Moules et al., 2010). Although it was collaboration with clients, 
not other health care providers, which featured most prominently in these studies of PHNs’ 
relational practice, this research demonstrated that PHNs had a significant capacity for 
collaboration and were very willing to reconfigure their practice when they perceived it 
would benefit clients. 
 Browne et al. (2010) qualitatively examined the experiences of PHNs, home visitors, 
and high priority families in northern British Columbia to learn how PHNs worked 
relationally with vulnerable families. They found that practice in this context was 
characterized by a holistic perspective in which PHNs “understood social conditions as being 
quite literally embodied in people” (Browne et al., 2010, p. 29). Central features of public 
health nursing practice were attuning to families’ risks and capacities, viewing family 
situations temporally, arranging work schedules around families’ needs, and developing 
collaborative, trusting, and safe relationships with families (Browne et al., 2010). Browne et 
al. identified trust as being one of the most important features of PHN-family relationships 
and these researchers described how trust was built through PHNs’ active engagement in 
critical self-reflexivity and by making a concerted effort to be transparent in relationships. 
Collette (2014) described how PHNs reflexively developed nursing presence which helped 
them overcome nurse-client power imbalances and build positive, supportive relationships 
with vulnerable families.  These studies highlighted the importance of reflexivity and 
transparency in PHN practice as processes for building trusting relationships that facilitated 
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collaboration (Browne et al., 2010; Collette, 2014). They also demonstrated that PHNs were 
particularly motivated to collaborate to improve health care and services for socially 
vulnerable clients and families.    
In a small phenomenological study, Leipert (1999) asked PHNs in Northern British 
Columbia to discuss their public health practices related to women’s health. Leipert found 
that PHNs were a valued, trusted, non-judgemental, and accessible source of health 
information for women in rural, northern communities. Public health nurses were also 
described in this study as important resource professionals for referring women to community 
services. Although Leipert’s study did not consider interprofessional collaboration directly, 
PHNs in Leipert’s study talked about how they thought physicians were not supportive of 
them taking a greater role in women’s health (e.g., doing PAP tests). Public health nurses in 
Leipert’s study speculated that physicians perceived it would detract from their client base 
and negatively impact their income. They described physicians’ lack of interest in 
collaborating to improve women’s health services as an extension of the male-female power 
imbalances that existed in male-dominated, resource-based economies. In light of Liepert’s 
research, it is useful to be wary that interprofessional collaboration with physicians may be 
complicated by issues of power and gender making it more challenging for PHNs to 
configure their practice to become more collaborative.  
Aligning Public Health Nurse Practice with Primary Health Care 
Research studies conducted in many different countries have examined PHNs’ 
perceptions of how their practice has evolved in response to primary health care changes. 
Overall, these studies suggested that many PHNs perceived that their practice had become 
more generalist, more illness-focused, and more individual-focused when it was aligned with 
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primary health care. Although these studies had little to say about how interprofessional 
collaboration was actualized in PHN practice, they did provide insight into some of the other 
practice changes that PHNs were challenged to navigate. These studies illuminated the bigger 
picture for incorporating interprofessional collaboration into PHN practice and hinted at some 
of the challenges PHNs might face in doing so. 
Several studies have suggested that PHN practice became more generalist when PHNs 
aligned their practice with primary health care. Both benefits and drawbacks to generalist 
practice were identified in this research. In an Irish study, Philibin, Griffiths, Byrne, Horan, 
Brady, and Begley (2010) found that generalist practice was highly prized by PHNs for being 
holistic. However, generalist practice was also associated with high stress levels and work 
overload because PHNs were obliged to manage the care of many clients with diverse health 
issues that did not fit succinctly within the scope of specialized health care providers’ practice 
such as physiotherapists (Philibin et al., 2010). In a study from Scotland, Gray, Hogg, and 
Kennedy (2011) found that when specialized community health nurses adopted a more 
generalist practice, they perceived that their skills, knowledge, job satisfaction, and career 
choices were undermined. Gray et al. described how nurses related quality of care with 
specialist practice and were concerned that generalist practice would jeopardize client care.  
Philibin et al. (2010) and Gray et al. (2011) used the “jack of all trades” metaphor to 
describe generalist PHN practice. Gray et al. suggested that this metaphor devalued generalist 
PHN practice because it portrayed it as lacking nursing knowledge and skill. That is, the 
logical consequence of “jack of all trades” was “master of none” (Gray et al., 2011). 
However, Gray et al.’s suggestion that the “jack of all trades” metaphor devalued generalist 
PHN practice may reflect a somewhat urban-centric bias. May, Phillips, Ferketich, and 
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Verran (2003) described how an urban-centric bias favoured specialist PHN practice in an 
American study that examined a health equity initiative to improve access to public health 
services in a rural setting. May et al. found that while “no blatant policies” (p. 256) prevented 
PHNs from adapting a generalist practice to better serve rural communities, subtle 
organizational forces made it difficult. For example, supervisors did not always support 
PHNs to flex their hours or work away from the office which made it difficult for PHNs to 
attend evening community health meetings and conduct home visits (May et al., 2003).  
In contrast, a research study conducted with acute care nurses working in rural, 
northern British Columbia and Alberta suggested that the “jack of all trades” metaphor was 
perceived positively (Zibrik, MacLeod, & Zimmer, 2010). Zibrik et al. (2010) found that 
rural acute care nurses took pride in the “jack of all trades” metaphor because it was 
associated with versatility which was highly valued in northern and rural settings. If aligning 
PHN practice with primary health care indeed requires a more generalist practice, perhaps it 
will be easier for rural nurses who value versatility to navigate this change. However, 
organizational support that is not urban-centric may also be needed.  
Several studies documented how the tension between health promotion and curative 
practice was amplified when PHNs took on new roles in primary health care. Dahl and 
Clancy (2015) found that PHNs in Norway had become increasingly occupied with problem 
solving individual client health issues and were less involved in health promotion work when 
they aligned their practice with primary health care. An earlier study by Clancy (2007) 
described how Norwegian PHN practice had evolved away from primary prevention and 
mainly addressed secondary and tertiary prevention. Philibin et al. (2010) described how Irish 
PHNs’ health promotion work had become more opportunistic and less strategic in the time 
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leading up to the launch of primary care teams. Philibin et al. contended that while PHNs’ 
role had always been both curative and preventative, when PHNs worked in high acuity 
settings, the curative aspects of their practice predominated. In a study from New Zealand, 
Hansen, Carryer, and Budge (2007) found that PHNs’ main concern about taking on a greater 
role in primary health care was that it would lead to PHNs working in a “medical model” (p. 
22) where nursing tasks and treatments were prioritized over health promotion. These studies 
illustrated how navigating the tension between promoting health and curing illness often 
required PHNs to reconcile somewhat conflicting perspectives of health such as the 
biomedical, behavioural, and socio-environmental perspectives of health.  
There is debate in the research literature as to whether or not PHN practice addresses 
population health particularly well. Several studies have suggested it does, whereas other 
studies suggested PHN practice is mainly focused on the needs of individuals and families. In 
her study of how health visitors in the United Kingdom adapted their public health practice to 
address primary health care changes, Carr (2005) found that health visitors had varying levels 
of population health-focused practice. Carr suggested that PHN practice existed along a 
primary care-public health continuum. At one end of the continuum, PHN practice was 
protocol driven and focused on individuals. At the other end of the continuum, PHN practice 
could be focused on individuals, families, and/or populations, and could be either protocol 
driven or responsive to needs as required. Carr suggested that understanding PHN practice as 
being located along a continuum allowed “all aspects of the role to be acknowledged and 
valued” (p. 255) and promoted an understanding of roles as “dynamic and focussed on 
different needs at different points in time” (p. 256).  
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A study of PHN practice in the United States provided further insight into the 
complexity of population-focused PHN practice (Diekemper, SmithBattle, & Drake, 1999a; 
Diekemper, SmithBattle, & Drake, 1999b). Diekemper et al. (1999a; 1999b) proposed that 
PHNs’ population-focused practice could be intentional or natural. Intentional population-
focused practice developed from advanced education and experience and transpired in a 
planned and deliberate way whereas natural population-focused practice was an extension of 
PHNs’ everyday experience of promoting health, preventing disease, and navigating social 
inequities (Diekemper et al., 1999a; 1999b). Being exposed to the experiences of individuals 
and families firsthand, and forming relationships with communities, either in a formal, 
planned way or in an informal, unplanned way, were essential to both kinds of practice. In 
describing intentional and natural population-focused practice, Diekemper et al. (1999b) 
stated that: 
One is not more valuable than the other, and all require experience and, better yet, 
expertise, with the populations for whom policies are being advocated, programs 
planned, and services delivered. Certainly practice looks different depending on the 
background, experience, and education of the nurse. (p. 16)  
Diekemper et al. (1999a; 1999b) stressed that PHNs should be supported by administrators, 
leaders, and educators to develop both kinds of population-focused practice for the overall 
benefit of both PHNs and communities. When population-focused practice was 
conceptualized as Diekemper et al. (1999a; 1999b) suggested, it seemed possible that PHNs 
would be able to adapt their practice to different “levels of population-focused practice” 
(Diekemper et al., 1999b, p. 16) as they configure their practice to align with primary health 
care. 
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The research studies examined in this section were conducted in many different 
countries where PHN practice was likely very different than it is in northern British 
Columbia. However, the similar themes that spanned the studies provided some valuable 
insights into how PHNs configured their practice to align with primary health care in various 
settings. While these studies had little to say about how interprofessional collaboration might 
fit in PHN practice, they did provide insight into the context for interprofessional 
collaboration in PHN practice. Public health nurses in these studies did not simply make 
room in their practice for new ways of practicing; rather, they painstaking negotiated 
alignment between their practice, values, and perspectives.  
Nurse-Physician Collaboration in Primary and Community Care 
 Research examining nurse-physician collaboration in primary and community care 
settings highlighted how unequal power between nurses and physicians negatively impacted 
collaboration. Descriptions of nurses’ and physicians’ behaviours and communication 
patterns in these studies were vaguely reminiscent of those described by Stein (1968) many 
years ago in his classic article, The Doctor-Nurse Game. Based on his observations of nurse-
physician interactions in hospitals, Stein described how physicians exerted power over nurses 
by humiliating or threatening them in an effort to discourage them from making direct 
recommendations about client care. In turn, nurses circumvented physicians’ power by 
finding passive-aggressive ways of making their recommendations known (Stein, 1968). 
Collaboration suffered because nurses and physicians were more intent on playing the doctor-
nurse game than on working together for better client care (Stein, 1968). Even though the 
context for contemporary nurse-physician collaboration in primary and community care is 
vastly different than hospitals in the 1960s, elements of the doctor-nurse game were evident 
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in more recent studies (Marrone, 2003; Speed & Luker, 2006; Merrick, Fry, & Duffield, 
2014). 
A grounded theory study conducted in the United Kingdom provided insight into how 
nurse-physician power struggles detracted from collaboration in primary and community care 
settings. Using a postmodern perspective on power, Speed and Luker (2006) examined the 
interactions between physicians and home care nurses who were attached to family physician 
practices. Speed and Luker described how nurses held power in relationships with physicians 
because they provided valuable client care and services that helped decrease physicians’ 
workload. Physicians’ power came from their medical knowledge, “professional superiority” 
(Speed & Luker, 2006, p. 898), and ability to manage nurses’ work. Power struggles arose 
when a nurse perceived that a particular client needed to be seen by the physician, but the 
physician did not readily oblige. Speed and Luker described how physicians exerted power 
over nurses by belittling, embarrassing, threatening, and withholding information from them. 
Nurses resisted physicians’ power by finding passive-aggressive work arounds such as 
promising clients a physician visit before confirming with the physician. Speed and Luker 
described nurses’ strategy for getting physicians to assess their clients as a “form of covert 
subversion, generally subtle manipulation that pre-empts the general practitioner’s usual 
strategy of non-co-operation” (p. 898-899). Speed and Luker’s study documented how nurses 
and physicians played the doctor-nurse game in primary and community care settings, and 
how power dynamics precluded successful collaboration because nurses and physicians 
focused their attention on harnessing power rather than on working together collaboratively. 
An American study of nurse-physician relationships provided a sociological perspective 
on power dynamics and collaboration in home care settings. Marrone (2003) found that home 
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care nurses’ power came mainly from their first-hand knowledge of clients’ health status and 
social situation, which was developed by working with clients in their homes. Physicians 
relied on home care nurses’ assessments to make medical decisions because they did not 
often see their clients in person. However, when discrepancies between nursing and medical 
decisions arose, physicians determined how client care would be carried out. Marrone 
suggested physicians’ reliance on nurses’ knowledge of clients in home care contributed to a 
more equal distribution of power than in acute care settings. Marrone proposed that nurses 
had “functional authority” for client care while physicians retained “formal authority.” 
Functional authority was defined as responsibility for day-to-day client care decisions and 
formal authority as legal responsibility for managing client care (Marrone, 2003). Marrone 
described how power sharing in home care allowed nurses to practice more independently 
from physicians than in acute care settings. However, there seemed to be an underlying 
assumption that fewer nurse-physician interactions in home care were beneficial to 
collaboration and client care. Marrone did not consider how practicing at a distance from one 
another might actually deter nurse-physician collaboration.  
In an Australian study of nurse-physician collaboration in medical offices, Merrick et 
al. (2014) found that primary care nurses perceived that physicians supervised their practice. 
Physician supervision of nursing practice was a negative, but accepted, aspect of their role. 
Primary care nurses in Merrick et al.’s study described medical supervision as “demoralising” 
(p. 3529) and reported subversive ways of harnessing power such as having to “stroke the 
egos in the right places” (p. 3529). A more constructive way primary care nurses harnessed 
power was to build professional relationships with physicians by demonstrating competence, 
forging therapeutic relationships with clients, and facilitating physician-client relationships as 
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needed. Once nurses established professional relationships with physicians, they were able to 
take on a greater role in providing primary care services (Merrick et al., 2014). However, 
Merrick et al. concluded that, ultimately, primary care nurses “worked within the formal 
limitations of their role by exerting influence [on medical decision making] rather than 
autonomy” (p. 3530). It is important to note that many nurses in Merrick et al.’s study were 
directly employed by the physicians they worked with, which made nurses feel they had to 
financially justify their practice. Merrick et al.’s study showed how the doctor-nurse game 
was also played in medical office settings, perhaps even more openly than in other 
community or primary care settings.  
Studies examining collaboration between nurses and physicians in primary and 
community care settings revealed that power dynamics negatively impacted nurse-physician 
collaboration. Elements of the doctor-nurse game were clearly visible in these studies: Nurses 
acted in passive aggressive ways and physicians attempted to control nurses’ practice. 
Although the context for nurse-physician collaboration in public health is very different than 
in home care and medical office (primary care) settings, some elements of the doctor-nurse 
game may be played out in PHN-physician collaboration given the strength and consistency 
of this theme across the different studies reviewed.  
Community Nurses’ Experiences of Collaboration in Health Care Teams 
Studies of PHNs’ and other community health nurses’ experiences of collaborating in 
multidisciplinary and interprofessional health care teams revealed that while nurses perceived 
that team-based care positively impacted client, family, and community care, nurses also 
perceived that there were many challenges to teamwork that needed to be overcome in order 
for teams to function smoothly and effectively. Roles, professional relationships, workload, 
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communication, leadership, and resolving conflict stood out in these studies as being the most 
important factors that needed to be addressed for teams to be successful. Nurses’ perceptions 
of how teamwork influenced team functioning featured more prominently in these studies 
than their perceptions of how teamwork impacted client care, services, and experiences. 
While it is important for research to examine how teams function effectively for the benefit of 
all team members, focusing too narrowly on perceptions of team functioning may detract 
somewhat from overall big picture of how teamwork impacted client care and services. 
Several separate research studies from Ireland have examined PHNs’ experiences of 
working in newly developed primary care teams, and there is consistency amongst the 
findings (Burke & O’Neill, 2010, Giltenane, Kelly, & Dowling, 2015; O’Neill & Cowman, 
2008). Public health nurses in Ireland felt a strong sense of belonging in primary care teams 
and perceived that primary care teams were a valuable way to deliver health care and services 
to clients (Burke & O’Neill, 2010, Giltenane et al., 2015, O’Neill & Cowman, 2008). These 
studies described how PHNs’ role had expanded considerably in primary care teams, and an 
expanded role was linked to increased workload. Giltenane et al. (2015) described how PHNs 
had become the “first port of call” (p. 11) in primary teams, which meant PHNs had to 
organize referrals to the team and link clients with the most appropriate health care provider 
while continuing to see their own clients. Organizing referrals greatly increased PHNs’ 
paperwork burden and they did not have extra time to do this work (Giltenane et al., 2015). 
Burke and O’Neill (2010) described how transitioning to primary care teams increased 
PHNs’ workload because they had to take clients from both a geographical region and from 
the physician practice they were attached to (previously they only took clients from a 
geographical region). Giltenane et al. and O’Neill and Cowman (2008) suggested that greater 
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role clarity was needed in primary care teams to promote teamwork and limit workload, 
whereas Burke and O’Neill (2010) suggested that greater role understanding amongst team 
members was needed. As roles were continuously evolving and expanding in these settings, 
promoting role understanding seemed to be a more practical and achievable solution for 
drawing providers’ attention to the impact of workload on teamwork. 
Professional relationships were described as facilitating teamwork in all three studies. 
O’Neill and Cowman (2008) and Burke and O’Neill (2010) described how competitiveness 
between different kinds of nurses was a barrier to teamwork. Giltenane et al. (2014) described 
how a lack of communication was a barrier to collaboration between PHNs and physicians. 
Public health nurses in Burke and O’Neill’s (2010) study described having had strong 
relationships with physicians historically, but these relationships had become stressed in the 
new model of care. Giltenane et al. found that when physicians did not attend 
interprofessional meetings, PHNs were not able to build relationships with them. Confusion 
about client care resulted as decisions were not made in a timely manner (Giltenane et al., 
2015). 
O’Neill and Cowman (2008) found that having a non-hierarchical team structure was 
very important to PHNs in primary care teams. Having a team co-ordinator was suggested 
over having a team leader because the former was associated with the psychosocial model of 
care and equality, whereas the latter was associated with the biomedical model of care and 
hierarchy. In a study of community nurses’ experiences in health care teams conducted in 
Australia, Cioffi, Wilkes, Cummings, Warne, and Harrison (2010) also suggested that PHNs 
would prefer to have a team coordinator instead of a team leader to promote a non-
hierarchical team structure. Cioffi et al. took promoting a non-hierarchical team structure one 
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step further and suggested that the position of team coordinator could be rotated between 
team members to encourage member integration. 
Summary of the Literature 
Collaboration between PHNs and primary care providers has not been well researched, 
and the research literature provided only a glimpse of the context for interprofessional 
collaboration in PHN practice. Research examining collaboration between nurses and 
physicians in primary and community care settings and research examining community 
nurses’ experiences of collaborating in primary care teams provided some suggestions as to 
what aspects of collaboration might present in PHN practice. However, because research 
studies have not centrally examined collaboration that occurs between nurses with a strong 
health promotion/illness prevention-focused practice and primary care providers, it remains 
unknown how this kind of collaboration is manifest. 
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Chapter Three: Methods 
This study arose from the partnered University of Northern British Columbia (UNBC) 
and Northern Health research study Partnering for Change: Understanding the Contribution 
of Social Entrepreneurship to Primary Health Care Transformation (hereafter referred to as 
the Partnering Study) (MacLeod, 2011). The Partnering Study qualitatively investigated how 
health care providers, leaders, planners, and other stakeholders were actively working to 
transform primary health care in northern British Columbia. Discussions between Partnering 
Study researchers and research partners at Northern Health revealed that there was a lack of 
research-based knowledge about how health care providers in rural, northern settings could 
successfully work together to collaboratively deliver team-based care and services. As a 
research assistant on the Partnering Study, and as a non-practicing public health nurse (PHN), 
I wondered how this lack of knowledge would impact my PHN colleagues as they began to 
work more collaboratively with primary care providers in their new role as primary care 
nurses in interprofessional teams. From talking with my PHN colleagues after attending a 
Northern Health symposium that encouraged discussions about the primary care nurse role, I 
discovered that they had many unanswered questions about how to configure their practice to 
better collaborate with primary care providers in their future role and work environment. 
More research-based knowledge was needed to inform, guide, and support collaboration 
between PHNs and primary care providers in this new way of working.  
A qualitative research approach for this study, aligned with the interpretive qualitative 
methods of the Partnering Study, was chosen to elucidate knowledge about the meaning of 
PHNs’ experience of collaboration with primary care providers in northern Brit ish Columbia. 
Interpretive description methods (Thorne, 2008) were selected because they allowed me to 
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interpret what it was like for PHNs to be in collaborative relationships with primary care 
providers in addition to describing PHNs’ experience of collaboration and identifying what 
facilitated and hindered collaborative practice. Thorne (2008) describes interpretive 
description as qualitative description “that takes inspiration from the formal interpretive 
hermeneutic tradition” (p. 50). Interpretive description is well-suited to investigating topics 
that have a practice imperative such as interprofessional collaboration (Thorne, 2008). As 
Thorne explains, interpretive description “suggests that there is inherent value in careful and 
systematic analyses of a phenomenon and equally pressing need for putting that analysis back 
into the context of the practice field, with all of its inherent social, political, and ideological 
complexities” (p. 50). Qualitative description methods were considered but not selected 
because wholly answering the research question required more than just straightforward 
description of the phenomena (Sandelowski, 2000). Phenomenological methods were also 
considered, but dismissed due to the need for a strong philosophical grounding (Geanellos, 
1998). I determined that interpretive description methods were the best fit to fully answer the 
research question and achieve the study’s purpose and objectives. Interpretive description 
methods also aligned well with my own personal practice perspective.  
Study Design 
Data for this study was generated through one round of individual, semi-structured 
interviews with fifteen PHNs in communities across Northern Health. Interview questions 
asked PHNs to describe their day-to-day experiences of collaborating with primary care 
providers, and to share their perspectives, suggestions, and advice for fostering and sustaining 
collaboration in future primary care homes and interprofessional teams (see Appendix A). 
Interview data was analyzed qualitatively using an interpretive description approach (Throne, 
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2008). Research findings were contextualized and discussed using published literature and 
secondary data sources such as grey literature and administrative documents. 
Participants 
Fifteen PHNs participated in the study. Participants were recruited by an email 
invitation sent from the Regional Director of Quality and Innovation to all PHNs working in 
Northern Health on November 13, 2015 (Appendix B). A reminder was sent on December 3, 
2015. A research information letter and consent form were attached to the email so potential 
participants would be fully informed of the details of the study before volunteering 
(Appendix C). Email recruitment was chosen because it was the most direct, equal, and 
confidential way to recruit participants. All PHNs working for Northern Health had an equal 
opportunity to self-select to participate in the study regardless of their full-time equivalent 
(FTE) status (e.g., full-time or casual) or work location (e.g., urban or rural setting). One 
PHN manager independently encouraged PHNs in her area to participate in the study. After 
consulting my research supervisor about this unexpected recruitment measure, I concluded 
that PHNs in that area were free to choose to participate or not. Confidentiality was 
maintained as I only had access to the email addresses of PHNs who responded to the email 
invitation and expressed interest in participating in the study. All PHNs who expressed 
interest were included in the study except one participant who could not be interviewed due 
to scheduling conflicts.  
Of the fifteen PHNs that participated in the study, eleven worked in communities with a 
population of greater than 10,000 people. Four participants worked in communities with a 
population of less than 10,000. In all, seven different communities were represented. 
Participants’ years of nursing experience varied from just a few months to over 30 years; 
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about half of the participants had worked in public health for more than 5 years. Most 
participants had a broad base of experience in areas of nursing other than public health, and 
there was a mix of participants with specialist and generalist public health nursing practices. 
No other demographic information was collected and all participants were assigned a 
pseudonym. The pseudonyms were: Kristi, Janet, Susan, Joan, Alice, Jessica, Debra, Linda, 
Jennifer, Carol, Pam, Rachel, Amanda, Loretta, and Lisa. 
Data Collection 
Interviewing was selected as the most appropriate method for generating data because it 
elicits participants’ “views of their worlds, their work, and the events they have experienced 
or observed” (Rubin & Rubin, 1995, p. 35). Interviewing fit well with the guiding 
methodology, research approach, and overall study design because it allowed for uncovering 
participants’ perspectives, as grounded in their experiences (Rubin & Rubin, 1995). Phone 
interviews were determined to be the most convenient, flexible, and confidential form of data 
collection for participants.  
Phone interviews were conducted from a private office in the School of Nursing at 
UNBC between November, 2015 and January, 2016. Public health nurses participated from 
wherever they were most comfortable (e.g., home or a private work setting). Interviews were 
digitally recorded with participants’ permission and lasted between 35 and 75 minutes. On 
average, interviews were one hour in length. Interview questions were developed from 
MacLeod (1990) and were revised to incorporate suggestions from committee members (see 
Appendix A). Questions were tested on a few of my PHN colleagues (who were not 
participants in the study) to ensure they were clear, concise, and elicited in depth responses.  
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Participants in the study were asked about their day-to-day experiences of collaborating 
with primary care providers and their perceptions, suggestions, and advice for collaboration 
in future primary care homes and interprofessional teams. Notes were taken during each 
interview, and as I developed thoughts and ideas about possible themes, I asked probing 
questions to elicit more information on emerging themes in subsequent interviews. Thorne 
(2008) describes this process as “constructing data” (p. 123). I began to notice similarities 
and repetition in the data after about ten to twelve interviews which suggested that enough 
data had been collected to analyze PHNs’ experiences of collaboration in sufficient depth. 
However, to ensure a broad range of perspectives from several different communities were 
captured, I decided to interview all fifteen PHNs who expressed interest in the study. I 
transcribed all the interviews myself. 
Data Analysis 
 Interview data was analysed using a thematic approach which involved familiarizing 
myself with the data, generating initial codes, searching for themes, reviewing themes, 
defining and naming themes, and producing the report (Braun & Clarke, 2006). To become 
familiar with the data, I listened to the interviews several times during transcription and paid 
attention to auditory details such as participants’ intonation, pauses, laughter, and rate of 
speech. Once the interviews were transcribed, I read and re-read the transcripts, and quotes 
that addressed similar issues and topics were grouped and colour-coded. Through a back and 
forth process of reflecting on individual quotes and grouping quotes in different ways, 
tentative themes were developed. Thorne (2008) explains that data analysis is an iterative 
process that requires the researcher to shift attention “sequentially from individual cases to 
the whole data set” (p. 149). I drew on the work of Boyatzis (1998) to transform latent themes 
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to manifest themes. By writing out each theme, I was able to transform that data from “pegs 
on a clothesline” (M. MacLeod, personal communication, May, 2016) to coherent and 
distinct themes. As Braun and Clarke (2006) explain: 
Analysis involves a constant moving back and forward between the entire data set, the 
coded extracts of data that you are analysing, and the analysis of the data that you are 
producing. Writing is an integral part of analysis, not something that takes place at the end. 
(p. 86) 
Rigour 
 Several measures were taken to ensure credibility in this research study (Lincoln & 
Guba, 1985). I engaged deeply with the data by listening to and reading all the interviews 
several times. Transcribing interviews, making notes, drawing diagrams and concept maps, 
and writing out themes also helped me connect with the data. I regularly sought feedback 
from my supervisor on developing thoughts and ideas, and incorporated the feedback into my 
writing. I engaged in peer-debriefing with other graduate students, research assistants, and 
researchers to discuss methodological issues and other aspects of the research, which was an 
invaluable way of gaining perspective and seeing things in new ways. Peer-debriefing was 
very reassuring, reflective, motivating, and inspiring for me. I consulted participants to get 
their feedback on interpretations and found that all participants who responded to this request 
agreed that the interpretations “rang true” to their experiences (Thorne, 2008). I discussed all 
issues and problems related to the research process with my supervisor and documented all 
process decisions.  
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Ethical Considerations 
 Ethical approval for this study was obtained from UNBC’s Research Ethics Board (see 
Appendix D) and Northern Health’s Research Review Committee prior to commencing 
interviews. All participants gave informed consent in writing to participate in the study. The 
research information letter (Appendix C), which outlined the study purpose and objectives, 
data collection and storage, potential risks and benefits to participants, and measures to 
uphold participants’ confidentiality, was reviewed with each participant prior to conducting 
the interview. Participants did not receive any compensation to participate in the study.  
All participants in the study, as well as all the people they discussed in their interviews 
(e.g., health care providers, clients, community members), were assigned female gender as a 
confidentiality measure. This confidentiality measure was promised to participants prior to 
participating in the study, and was outlined in the research information letter and consent 
form (see Appendix C). This confidentiality measure was also intended to help participants 
feel safe to share examples from their practice that included references to clients and 
colleagues. While assigning female gender helped draw attention to other important 
characteristics of people discussed in this study such as health care providers’ disciplinary 
orientation, it also covered up some male-female power dynamics. It was determined that the 
benefits to participants of this confidentiality measure outweighed the limitations for analysis 
it imposed on the study. Study limitations are discussed in more depth in Chapter Six.  
In order to minimize the risk of identifying participants or people they discussed, a few 
small details were altered in some participants’ quotes. As well, some very slight grammatical 
edits were made to the quotes to improve clarity and conciseness. Changes were very 
minimal and done with extreme care to ensure the essence of the quotes remained pristine. 
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Participants were consulted on quotes over 50 words, and other than one participant who 
requested two words in one of her quotes be changed, no participants withheld permission to 
use their quotes or requested they be altered in any significant way.  
Summary of Methods 
This qualitative research study used interpretive description methods (Thorne, 2008) to 
investigate PHNs’ experience of collaboration with primary care providers in northern British 
Columbia. The themes presented in Chapter Four were developed through careful 
engagement with the data and respectful adherence to the methodological principles 
discussed in this section. The measures outlined in this section to achieve methodological 
rigour and uphold research ethics contributed to the trustworthiness of the findings (Lincoln 
& Guba, 1985) and the overall quality of this study.  
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Chapter Four: Findings 
Public health nurses (PHNs) in this study shared their past experiences of collaborating 
with primary care providers as well as their views on future collaboration in primary care 
homes and interprofessional teams. Most PHNs described collaborating with primary care 
providers when they encountered specific client or community health issues that required 
cooperation between primary care and public health. Pam, one of the PHNs in the study, 
described this as collaborating “on an as needed basis, depending on the clients we’re 
seeing.” However, a few PHNs described collaborating more intentionally with primary care 
providers. Carol described intentional collaboration as “behaving like a partner in the client’s 
need for care.” It was interpreted that PHNs were configuring their practice to collaborate 
more intentionally with primary care providers in primary care homes and interprofessional 
teams.  
The themes of power, autonomy, communication, and a public health perspective 
illuminated how PHNs in this study experienced collaboration with primary care providers. 
In this section, quotes from PHNs are presented and discussed in relation to each theme. 
Within each theme, PHNs’ discussions of collaborating “as needed” are presented first and 
discussions of collaborating “like a partner” are presented next. Each section finishes with 
PHNs’ suggestions and advice for developing and sustaining collaboration with primary care 
providers in primary care homes and interprofessional teams. The findings are presented in 
this way to highlight how PHNs were beginning to configure their practice to collaborate 
more intentionally with primary care providers. As all the people PHNs referred to in their 
interviews were assigned female gender as a confidentiality measure (see Chapter Three for 
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details), the pronouns “she” and “her” are used consistently throughout this chapter and 
replace any references to “he” or “him” in PHNs’ quotes.  
Power 
 Public health nurses’ discussions of collaborating with primary care providers were 
infused with references to power dynamics. The issue of power arose prominently in 
examples of collaborating with physicians and was talked about in terms of physicians having 
more power than nurses to make decisions, take action, and influence outcomes in joint 
ventures. Joan related that, “when you have a team that involves physicians and nurses, there 
is always the potential that physicians could run roughshod over the process.” Public health 
nurses seemed apprehensive that this may happen when they begin working with physicians 
in primary care homes and interprofessional teams. In sharp contrast, when PHNs described 
working with nurse practitioners and other non-physician primary care providers, they 
emphasized aspects of egalitarian relationships and teamwork.  
“The hierarchy of the medical model.” Several PHNs referenced hierarchical health 
care structures to frame their discussions of unequal power in collaboration between nurses 
and physicians. They pointed out that physicians had more power than nurses to make 
suggestions for client care, and also that a curative approach to health care overpowered a 
preventative approach. Janet labeled this the “hierarchy of the medical model” and this phrase 
seemed to summarize PHNs’ perspectives on power dynamics. In some of the narratives, 
physicians’ power was discussed in somewhat cursory terms such as “doctors telling nurses 
what to do” (Kristi), and as nurses “being used as handmaidens” (Janet). However, most 
discussions highlighted the deeper complexity of power. For example, Joan looked at unequal 
power from a physician’s perspective and explained that “physicians have the view that 
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ultimately, the buck stops with them. They feel ultimately responsible for the care of their 
patients, regardless of who’s providing the care. So they also feel they have the final word on 
what’s going to happen with the client.”  
 Kristi, a new nurse, shared an experience of working with a physician to immunize a 
newborn infant at risk for contracting Hepatitis B. Her example illustrates how power 
influenced collaboration on an interactional level with the physician. Kristi explained she had 
to ask the physician to requisition bloodwork for the infant right away because it was time-
sensitive and she needed to determine which immunization series to give. She described how 
a seemingly straightforward request was, for her, actually very complicated because the 
physician was known to have a quick temper, did not like to be interrupted, and had 
reprimanded nurses in front of health care providers and clients: 
I was worried [the doctor] was going to yell at me in front of the mom and baby, and I 
was afraid that she wouldn’t sign the requisition…. I was nervous, I was sweating, my 
heart rate was definitely up…. I felt like I was caught in the middle…. I thought 
because I was a new nurse she might… discount my reason for being there. 
Public health nurses who acknowledged physicians’ power found ways to draw on it to 
collaborate. For example, medical health officers were discussed by PHNs as a resource 
person for navigating unsuccessful collaboration with physicians. Pam described a situation 
in which a colleague had difficulty engaging a physician on a potentially serious 
communicable disease case: 
The nurse phoned the physician…. about a client who had a result that needed to be 
addressed immediately…. The physician, maybe she didn’t understand our scope of 
practice, what we do, but she wasn’t interested and the nurse wasn’t really getting 
anywhere. So the nurse had to bring in our… medical health officer to help. And, [the 
medical health officer] would always be involved in a CD case anyways. So [the 
medical health officer] had to phone the physician because we weren’t getting the 
response we needed… and when the nurse phoned back, [the physician] could do 
anything the nurse wanted. She was just brushing the nurse off, not hearing what she 
was saying, or what was needed.… until the medical health officer said, physician to 
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physician, “This is the situation, this is what we need to do, you need to do this, this 
and this.” The next time the nurse talked to her it was totally different. 
Lisa related a similar experience of involving a medical health officer in a communicable 
disease case and stated, “doctor to doctor seems to carry more weight.” However, PHNs only 
mentioned involving medical health officers in urgent or potentially serious health issues 
such as communicable disease outbreaks. 
Janet talked about physicians being “at the top” of a hierarchy in which health 
promotion and illness and injury prevention were “secondary” to acute and chronic health 
care. Linda speculated why this perspective seemed to prevail in health care: “Acute care is 
very much on the forefront of everybody’s mind. It’s a little bit more black and white as to 
what the client’s needs might be. Preventative health care is a little bit more grey.” When a 
curative approach to health care overpowered a preventative approach, PHNs felt that, 
“everything is loaded towards the doctors.... there is this feeling of not being valued” (Janet). 
While this perspective is no doubt valid, when PHNs looked at power this way, they were not 
crediting their own volition. In contrast, Alice shared an analogy of “upstream” and 
“downstream” health care that drew attention to PHNs’ power to ensure a preventative 
approach to health care was not lost in collaboration with primary care providers:  
There is a lot of emphasis on the down-stream approach which is acute care… it’s 
reacting to a problem. A client is diagnosed with a chronic health condition, and 
there’s a lot of follow-up that comes with that… a lot of emphasis is put on dealing 
with a client after they’ve had a diagnosis…. What public health nursing brings to the 
table in a multidisciplinary team is that the focus is more on prevention…. so that the 
client doesn’t even get to the point where they have a chronic health condition; or, we 
can minimize the risk. 
Fee-for-service reimbursement is an aspect of the medical model of health care that 
PHNs anticipate may contribute to unequal power in collaboration with physicians in primary 
care homes and interprofessional teams as most physicians in Northern Health are reimbursed 
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fee-for-service. Public health nurses identified fee-for-service reimbursement as a source of 
power because physicians are, as Carol stated, “not Northern Health employees” and PHNs 
seemed to associate this with self-determination. Several PHNs pointed out that physicians 
have the power to choose how they will be involved in primary health care, whereas PHNs 
are constrained to work within the employer’s structure. Jessica articulated her concerns 
about how the unequal power of fee-for-service reimbursement might impact collaboration: 
“With certain primary care providers being their own business and being able to do whatever 
they want and run their business however they want, I don’t know how that’s going to mesh 
with a public service.” 
 Public health nurses recognized that the demands of running a business could detract 
from physicians’ ability to participate in collaboration and that this highlighted the fickleness 
of power. Lisa described the challenges one physician faced when she tried to be part of a 
multi-disciplinary committee: 
[The physician] was very in and out… her practice has to be that way…. Doctors 
actually can’t get to these meetings where we’re having these great, rich discussions 
because they have a business to run…. The doctor that was joining us, we were there 
for almost two full days, and I think she was only able to spend about an hour with us 
overall. Because of her work practice, right? So she could only take so much of the 
conversation away. She missed a lot of the overall feeling of what was going on with 
that work. I would say that’s a big barrier. 
Public health nurses also acknowledged that physicians may lose income when they 
take time away from direct patient care to attend community meetings or sit on committees. 
Kristi talked about going to a community health workshop attended by health care providers, 
social service workers, municipal leaders, and staff from community-based organizations. 
She expressed her thoughts on why no physicians were in attendance: “I don’t really see 
physicians being involved in that.… unless they were compensated.” Kristi gave an example 
of a physician in her community who was keen to participate in primary health care 
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integration and had taken steps to prepare her practice to become a primary care home. She 
pointed out that, “even though [the physician] is very interested in the community’s health, I 
don’t think she would volunteer time.”  
“A member of the health care team.” Power plays out very differently in PHNs’ 
discussions of working with nurse practitioners and non-physician primary care providers. 
Nurse practitioners were described as “approachable” by Janet and “not intimidating” and 
“easy to talk to” by Kristi. There was less of a sense of hierarchy in these discussions, rather 
aspects of egalitarianism stood out. Janet shared her thoughts on how working with a nurse 
practitioner was different from working with a physician in a communicable disease outbreak 
situation:  
Dealing with pertussis again… we had an agency nurse practitioner and she was so 
fabulous, so collaborative, and so approachable. She was wonderful…. She told us 
what she was doing, she made great notes, and she told us what the follow up was. 
There were faxes going back and forth…. I’ve had much more success with nurse 
practitioners. And maybe it’s because I feel comfortable going to them.… I guess it’s 
the hierarchy of the medical model…. to have to go and ask the doctor, “Your swab 
has come back positive, can I phone your client and tell them and do the follow-up?” 
We have to do that… and I feel that that’s just such an old-fashioned way to do 
business. 
When PHNs discussed collaborating with non-physician primary care providers, they 
described how collaboration was often initiated by the primary care provider. In examples of 
collaborating with physicians, PHNs described how they were the ones seeking collaboration 
most of the time. Kristi describes what it is like to have another health care provider seek out 
her expertise in tuberculosis (TB) management:  
[The nurse practitioner] had an x-ray that showed TB. She came over and asked what 
she should do because she didn’t know… and we worked together…. It was easy 
because she was asking my opinion…. it seemed like she respected my opinion and 
viewed me as a co-worker. 
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The nurse practitioner’s display of respect and her spirit of inquiry seemed to reaffirm 
Kristi’s sense of professionalism and made her feel equally valued as a competent health care 
professional with specialized knowledge. This seemed to be particularly important for 
Kristi’s sense of confidence as she was a new PHN. However, experienced PHNs expressed 
similar sentiments. Loretta stated that PHNs would like primary care providers to 
“acknowledge that we are a member of the health care team the same as that surgeon that 
you’re referring to, or that oncologist that you’re referring to.” 
Joan described a time when a new nurse practitioner in her community was asked to 
give a sexual and reproductive health presentation to high school students. Afterwards, the 
nurse practitioner found out that Joan routinely did this. What is interesting about this 
example is that Joan described it as an opportunity for collaboration and not as a failure to 
communicate. Joan did not seem to be possessive of her role as a health educator in the 
community; instead she was enthusiastic that primary care providers could add to what she 
can offer:   
In this primary care nurse role, this integration process that we’re planning where 
everyone is working together, [the nurse practitioner] may be able to assist in that 
kind of work, and work with the PHN….. Because she would be an awesome 
resource… she does more advanced clinical work than we do…. it would be a definite 
benefit to work together and collaborate on those types of educational and resource 
supports for a community like the school. 
 
Joan seemed to accept overlapping roles and responsibilities with the nurse practitioner as 
being beneficial for her community rather than as a power struggle.  
When PHNs and primary care providers were flexible and accommodating of each 
other’s needs, power seemed to be more evenly distributed and collaboration seemed to be 
more successful. Carol suggested it was important to have “flexible scheduling that is driven 
by the provider and the client, not by a system that’s routinized into spending X amount of 
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minutes with each client.” Jennifer gave an example of how she and a mental health clinician 
rearranged their schedules to coordinate assessments and interventions for a socially 
vulnerable postpartum woman with mental health issues. Reworking their schedules helped 
ensure the woman had access to the services and supports she needed because she was living 
in a homeless shelter and did not have a vehicle. Jennifer and the mental health clinician 
streamlined services for the client by scheduling their visits back-to-back at the mental health 
clinician’s office: 
I went to the mental health building and I was able to do the postpartum visit with the 
client following her meeting with her mental health counsellor, which was really 
nice…. The mental health clinician asked me, “Are you planning to do an EPDS 
[postpartum depression screen] on this visit?” Well, I don’t normally, but that’s 
certainly something I can do. Then the mental health clinician was able to see that 
score…. Rather than this poor girl having to do it twice in one day. 
Both Jennifer and the mental health clinician made compromises in the way they would 
normally work with a postpartum client to accommodate each other’s practice needs and 
make sure the woman was assessed and cared for without unnecessary duplication of 
paperwork or delay in service. 
One example of successful collaboration stood out in the narratives because it 
exemplified egalitarianism and teamwork between a PHN and a physician. Carol shared her 
experience of working with a specialist tuberculosis (TB) physician and an emergency room 
physician to help a client with active TB access primary care services when she developed 
some “concerning symptomology.” Although Carol described the situation as being 
somewhat extraordinary (i.e., it was not something that happened often in her practice), she 
explained that working with socially vulnerable clients sometimes required PHNs to go out of 
their way to ensure health care services are accessible. Carol’s example illustrated how 
collaboration was fostered for the benefit of the client when both the PHN and primary care 
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provider were attuned to potential power imbalances and actively worked to distribute power 
amongst themselves:  
I called the physician at TB Control…. [I] was able to collaborate with her over the 
phone about what to do, and how to manage this. I really appreciated her being 
available and being able to guide my practice in that way…. I arranged for [a family 
member] to bring [the client] to emergency, and told them I would meet them there, 
which I did. We were accommodated quite quickly… and I was able to speak directly 
to the care provider that was going to be managing her care in the emergency 
department…. The emergency physician that I saw was wonderful… very respectful 
of what I knew of the client’s history and she actually asked me to write out the 
history… and she actually took those notes out and included them in the chart. I really 
felt like I was being heard as the nurse who had been working closely with this client. 
I felt really supported by the specialist TB physician and the physician in 
emergency…. The fact that what I was contributing as a nurse was respected. It 
wasn’t dismissed, it wasn’t invalidated; it was accepted as expert knowledge about the 
patient and her situation at that time…. I felt like I was treated with credibility as a 
nurse. 
“Everybody has something valuable to add.” Public health nurses in this study 
strongly felt that there should not be power struggles between health care providers in 
interprofessional teams. They stressed that the issue of nurse-physician power imbalances 
needs to be explicated in order to be actively addressed. Jessica stated that the people 
planning and leading interprofessional teams will need to “ensure that it’s a level playing 
field. That it’s not built on hierarchy.” She followed this up by saying that it is important to 
make sure all team members understand “everybody has something valuable to add” to the 
team. Pam shared sentiments echoing this: “Whatever your background is, or your profession 
is, you have an equal voice at the table and there’s no hierarchical structure.” Public health 
nurses’ suggestions for addressing power were aimed at getting physicians “on board” with 
collaboration and making sure team leadership was not autocratic.  
Several PHNs pointed out that not all physicians will want to change the way they 
currently practice to be part of interprofessional teams. As Loretta related, “my concerns 
moving forward are that Northern Health is going to put all this money and time into going 
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forward with integration, and 90% of the doctors here are not going to go for it.” Jessica 
stated, “I don’t think you can force anyone to be a team player.” Making collaboration and 
teamwork appealing to physicians “from a business perspective” (Loretta) was proposed as a 
way to overcome this challenge. Joan suggested that physicians “have to be sold on the idea 
that this is going to make their lives better. More functional, more successful, and not 
interfere with their ability to earn.” Loretta advised, “they need to look at how it’s going to 
save them time and money.” Susan volunteered, “one of the things I would try to do is to take 
the opportunity to try to get [physicians] to see they won’t lose money, they’ll just have a 
different practice.”  
Public health nurses expressed that they were really looking forward to a leadership 
structure that supported egalitarianism between health care providers in interprofessional 
teams. Pam shared her aspirations for how the team leader would work to balance power 
within the interprofessional team: 
I think the team leader needs to have some emotional intelligence. I think they need to 
be able to see the big picture but also build relationships.… With each individual team 
member…. Getting to know each person on a personal level and then bringing 
everyone together…. Pulling in staff to figure out what the best solution is…. Then 
working with people to actually get to where you need to get to. 
Rachel described this kind of leadership as “facilitative” and explained it involves “providing 
education and training, and facilitating, developing those working interdisciplinary 
relationships and communication.” Rachel said leadership “could certainly come from within 
the team,” and suggested that all health care providers on interprofessional teams could take 
an active role in distributing power amongst team members.  
The theme of power arose because PHNs talked extensively about power struggles with 
physicians. However, aspects of egalitarianism and teamwork were apparent in their 
discussions of collaborating with nurse practitioners and non-physician primary care 
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providers. Looking to the future, these professionals saw potential for “a level playing field” 
(Jessica) if interprofessional team leadership promoted equality and physicians were engaged 
as team members. 
Autonomy 
 Public health nurses in this study described with pride how they took full responsibility 
for structuring their practice, managing their workload, and deciding how to best carry out 
client care and community health work. In discussions of collaborating with primary care 
providers, autonomy emerged as a cherished aspect of PHN practice that contributed to 
PHNs’ resiliency and resolve to make collaboration work. The theme of autonomy was 
especially noticeable in examples of collaborating with physicians and was discussed in an 
almost protective way. It seemed that PHNs were apprehensive that autonomous practice 
would be eroded in the primary care nurse role and they were insistent that this aspect of their 
practice needed to be preserved. However, PHNs seemed to strongly associate autonomous 
practice with working as an individual provider or as a member of a public health nursing 
team; they did not seem to consider how autonomous practice might look different in an 
interprofessional team. There was a strong perception in the narratives that working more 
closely with physicians would diminish PHNs’ autonomy. However, examples of 
collaboration shared by nurses who worked closely with physicians as part of their regular 
practice conflicted with this perception. The narratives suggested that PHNs continued to 
practice autonomously when they worked closely with physicians which boded well for 
maintaining autonomous practice in the primary care nurse role. 
“Public health nurses have this very independent practice.”  Public health nurses in 
the study drew attention to autonomy by explaining that their work did not require 
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physicians’ orders. The adjective “independent” was often used to describe autonomous 
practice. Kristi stated, “public health nurses have this very independent practice so far…. 
we’ve never really had to go to a doctor for orders.” Lisa said, “we don’t need orders all the 
time to do the work that we do.” Pam also made it explicit that PHNs determined for 
themselves how to carry out their work: “We’re fairly independent and autonomous in what 
we do. We aren’t driven by physician orders.”  
Although PHN practice did not take direction from physicians’ orders, it was not 
unguided. Public health nurses spoke with high regard about the various guidelines they 
followed and how these guidelines supported their decision-making, nursing actions, and 
interventions in day-to-day practice. Practice guidelines were juxtaposed with physicians’ 
orders seemingly to show how they provided better direction, support, structure, and even 
justification for what PHNs did. Describing immunization practice, Kristi stated, “we don’t 
take orders from physicians; we follow the British Columbia Communicable Disease Control 
Manual.” Susan said, “I can’t take a doctor’s order; I have to go with my medical officer of 
health and the British Columbia Centre for Disease Control. Those are my orders.”  
Public health nurses seemed to view practice guidelines and physician’s orders 
dichotomously: Guidelines were seen as supporting autonomous practice and physicians’ 
orders as impeding it. Several PHNs shared examples of physicians recommending 
treatments or therapies that were different from what public health guidelines recommended. 
Jennifer described “unusual” STI treatments and Susan and Kristi described clients who were 
referred for immunizations they were “not eligible for.” Conversely, practice guidelines were 
praised as “standard” (Jessica), “evidence-based” (Kristi), and “provincial” (Lisa).  
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Public health nurses talked about how they were able to manage client assessments, 
care, and services in both office and community settings without involving other health care 
providers the majority of the time. This seemed to be because PHNs worked mainly with 
healthy clients; the focus of their work was health promotion, illness and injury prevention, 
education, and advocacy. Jessica, who had extensive experience in child and family health, 
explained that PHNs were competent to do this type of work independently: “As far as 
teaching breastfeeding, what normal, typical, feeding patterns are, we specialize in infant 
health…. We know we might need to refer to the lactation consultant. Sometimes I’d think, 
‘refer to the doctor—to do what?’”  
Preventative and promotive health care was described by PHNs as being very different 
than illness-focused work because clients were not undergoing medical treatment in the direct 
care of a primary care provider. Many of the minor health issues PHNs encountered in their 
practice with healthy clients could be managed and resolved without collaborating with other 
health care providers. Amanda described a PHN colleague’s experience of working with a 
mother and baby to identify and remedy a feeding issue. Amanda’s example illustrates how 
autonomy was experienced by a PHN working with a new mom dealing with a 
straightforward feeding issue: 
The baby was failing to gain the anticipated amount of weight. And mom had come 
[to the health unit] quite upset with the impression that… baby was going to be taken 
away from her for not feeding properly…. Through further discussion and feeding 
assessment that my colleague did, she was able to identify that mom was not feeding 
baby enough. Essentially, mom had somehow developed the idea that baby should be 
sleeping through the night and not feeding through the night. So she was not feeding 
baby for about a ten hour stretch…. And that hadn’t been identified in the 
appointment [with the physician] because she hadn’t done a feeding assessment with 
her at that time. So my colleague was able to provide mom with some education and 
information and mom immediately implemented those changes and baby started doing 
much better and gained quite well since.  
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Amanda’s colleague conducted an assessment and developed a plan of care for the family 
that addressed the root cause of the weight gain issue which was not identified by the 
physician. This example illustrates how the PHN’s plan of care was complementary to, but 
not collaborative with, the primary care provider’s.  
Joan discussed how PHNs sometimes needed to practice autonomously beyond the 
official boundaries of public health programs in order to meet community health needs. She 
gave an example of working with clients who were trying to quit smoking: 
[Public health nurses] have had a considerable amount of success [counselling] people 
to quit smoking…. I’ve told the physicians many times, if they have somebody that 
wants to go on the nicotine replacement therapy, I’m happy to support them with 
some nicotine cessation counselling…. But there’s no mandate from public health, 
from leadership, to be promoting nicotine cessation counselling…. The current 
program is quitnow.ca…. But I’ve followed clients along through that process… 
there’s no real counselling there. The physician is supposed to counsel them, or the 
pharmacist, but their counselling basically amounts to how to safely take the drug…. 
It has nothing to do with the process of quitting smoking… or dealing with an 
addiction…. It works great for people who are highly educated, successful, have a 
high literacy level, and have access to all kinds of resources like computers. But for 
people who live in rural areas, have less access to technology, and less education, it’s 
not ideal. 
Joan’s knowledge of how the social determinants of health impacted people in her 
community helped her configure her practice to meet an unaddressed health need. Although 
Joan tried to engage primary care providers in nicotine cessation counselling, ultimately it 
seemed she practiced independently alongside them. 
“Team building and relationship building.” There were several examples of 
teamwork between PHNs and primary care providers in PHNs’ narratives. Autonomy 
appeared to be experienced very differently by PHNs when they worked with primary care 
providers as members of a team. Teamwork was apparent in examples of delivering sexual 
health services to underserved populations, managing communicable disease outbreaks, 
organizing group medical visits for prenatal care, and participating in interprofessional 
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meetings. Alice explained how she experienced collaboration when she worked directly with 
a physician in an Options for Sexual Health (OPT) clinic: 
We have a physician who attends [the OPT clinic] every week, and that is a fantastic 
relationship. It’s so great to have her on site. I think that first of all, we build a 
relationship; you get to know the physician’s personality, she gets to know yours. 
Then when you need to touch base about a client, you can have a face-to-face 
conversation and not only talk about direct client issues, but have conversations about 
different questions in your practice in general…. Then you start into bigger 
conversations and you can learn things from each other…. It’s just been so wonderful 
having that face-to-face connection during the week. 
Alice emphasized how PHNs maintained autonomous practice in OPT clinics even though 
their scope of practice as certified registered nurses overlapped a little with the physician’s 
scope of practice: 
There is some overlapping scope, but we have set the clinic up so that it’s all 
organized beforehand: The RN will do this piece and the physician will do this 
piece…. The physician does STI testing and swabs… the RN will take the time to do 
the pre-counselling for the STI swabs… birth control counselling, dispense birth 
control, and other sexual health education…..  The client has the option of having a 
full pelvic exam where they receive cervical and vaginal swabs and get a PAP done at 
the same time… however, if the client is not comfortable having a pelvic exam and 
wants something less invasive, they can do self-collected swabs… in that 
circumstance, the RN would advise the client on how to do the self-collected swabs. 
Working closely with the physician in a supportive and collaborative work environment 
seemed to reinforce Alice’s sense of autonomous practice. 
As illustrated in Alice’s example, building a strong relationship with primary care 
providers seemed to facilitate PHNs’ sense of autonomous practice as a team member. Susan 
stated that for collaboration to be successful, “it’s the team building and the relationship 
building that’s really going to make the difference.” Debra, an experienced nurse new to 
public health, pointed out that especially in small communities, relationships can make or 
break collaboration: 
In a small community, you get to know the care providers quite quickly, which means 
that if you know them and you work well with them, it goes really well. But 
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unfortunately, it can work the other way around too. So if you have primary care 
providers that you don’t work well with, or that you’ve had altercations with in the 
past, there’s very little chance of being able to avoid working with them—if there’s 
some irreconcilable differences…. I really quite enjoy working closely with several of 
the physicians in our area. And we develop those personal relationships—personal-
work relationships.  
Debra shared her experience of working as part of a team with PHN communicable disease 
specialists, a family physician, and a medical health officer to manage a Hepatitis A outbreak. 
She described the autonomous collaborative practice of her more experienced PHN 
colleague: 
My colleague was following through. She just seemed to know who was going to be 
doing what initially, and there were ongoing discussions on the phone calls and emails 
about, “You’re going to call us as soon as the lab results come in?” “Yes, ok.” And, 
“I’ll contact the families and ask them to come in at this time, does that work for 
you?” “Yes it does.” 
Because Debra’s colleague had established relationships with the other health care providers 
on the impromptu team, she was able to simultaneously take charge of the situation and 
engage everyone in collaboration. However, Debra pointed out that even when health care 
providers had strong relationships, collaboration took time: “Liaising with physicians and the 
medical health officer about the families involved and the people involved; it evolved over 
time.” 
 Jennifer talked about building relationships and collaborating with primary care 
providers in a new initiative, group prenatal appointments, which she was part of for a period 
of time. As the group facilitator, Jennifer was primarily responsible for facilitating 
discussions around prenatal health topics but she also did primary care tasks such as client 
weights, blood pressures, and urine dips. Liaising with other health care providers such as 
mental health clinicians and maternity nurses was another aspect of her role. Jennifer 
described how observing and interacting with physicians in a team setting helped her develop 
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her primary care skills and knowledge which seemed to give her confidence in autonomous 
practice:  
We always had a chance to meet with [the physician] after [the clients] left so we 
could have a little bit of a debrief. And I know I learned a lot from the questions that 
were answered and what the physician was teaching…. She was very open.  
Only a few PHNs in the study discussed attending interprofessional meetings with 
primary care providers; most participants said they did not have formal or informal meetings 
of any kind with primary care providers. Public health nurses that did attend interprofessional 
meetings described them as an opportunity to share information, build relationships, learn 
from each other, and plan client and community health care. Autonomous practice was 
supported when team members took turns presenting and receiving information and worked 
together to come up with solutions to problems. Being able to demonstrate competency to a 
group seemed to strengthen PHNs’ autonomy.  
Joan talked about how she met with physicians and nurse practitioners biweekly to 
“touch bases [sic] and see how things are going. And then we can contact each other 
throughout the week if we need to talk about specific details, but we’re always working 
together.” Linda, who worked in a specialty area of public health, described how 
interprofessional meetings gave health care providers an opportunity to share their discipline-
specific perspectives with each other:  
It’s always client-centred, so that’s the perspective we take. We always look at the 
client’s needs first, and then each of us presents what our little piece is…. when it 
works well, everybody puts in their particular input about the client, and then you get 
a full picture of what the client’s needs are, what’s being addressed well, what is 
lacking. Sometimes you identify somebody you should have invited and you didn’t 
and you’ve completely forgot, so that does happen. 
Linda explained that when a missing perspective was identified, efforts were made to bring 
that person to the next meeting and broaden the network of professionals. 
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 A few PHNs working in small communities credited co-location of health care 
providers in one building with contributing to collaboration in day-to-day practice. A sense of 
teamwork emanated from these examples. Rachel talked about how “small sites can often 
operate more like a small family” and explained that each health care provider was 
considered to be an “expert in their field.” She described how she worked with primary care 
providers whenever she determined it was necessary: 
If I do a home visit, or have a client and baby come in and I’m concerned about 
baby’s weight, I will literally just walk down the hall and speak with the physician 
directly in between seeing patients, and identify the concern and discuss how quickly 
they want to see the client…. [I] discuss what adjustments in feeding I might have 
already recommended and the physician will provide their insight and information. 
And quite often, [the physician] may follow them in clinic or we may do a 
combination of both of us following. 
“A culture of respect.” Public health nurses’ advice and suggestions for autonomous 
practice in interprofessional teams were related to respect, roles, and responsibilities. Kristi 
identified how respect between physicians and nurses encouraged PHNs to work competently 
and autonomously within their scope of practice and to seek guidance on issues beyond their 
scope: “I would like there to be a culture of respect between the two professions and be able 
to easily talk about clients together and come up with solutions.” Joan advised PHNs to 
maintain professional self-regard as they learn to practice autonomously in interprofessional 
teams:  
Be confident in your practice. Be confident in who you are and what services you 
provide and your value…. the nurse needs to do a self-inventory, they need to take 
some time and recognize what they do and the value of what they do, and where their 
strengths are so that they know what they provide to the health care system, and what 
they provide to a collaborative team. 
Rachel described how self-reflection contributes to respect: “Recognize your own 
prejudgments and biases and listen to other perspectives…. Be respectful of each other and 
the rest all works out.” Carol suggested that all health care providers (including physicians 
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and other health care providers who are not employees of the health authority) should 
complete a respect in the workplace course. 
 Public health nurses seemed to understand that adapting to new roles and 
responsibilities would take time and patience and would be largely “learn as you go” (Pam). 
While uncertainty around details was clearly worrisome for PHNs, they had put considerable 
thought into how they could benefit and grow from learning new roles and responsibilities 
and how the negative impacts of adjusting to change could be minimized. Susan pointed out 
that it would be important to “get to know each other’s roles and responsibilities” and Alice 
pointed out that team leaders would need to set aside time to do this. Alice offered the 
following advice from her experience of learning to work collaboratively with primary care 
providers in group prenatal appointments as they were being set up: 
Put aside time to have discussions about different professions and roles, so that people 
understand each other and have insight into the next person’s job…. Try and be 
patient with each other and understand it will take time for everyone to fully transition 
into a very cohesive team that works well together. Because until you go down that 
road you don’t really know what bumps you are going to hit along the way. I think 
when you have a number of health care providers working together, it’s inevitable that 
there are going to be some bumps in the road. So allowing yourself that room for 
mistakes to be made, errors, and trying to learn from them is the best advice I could 
come up with. And just being patient with one another. 
For the theme of autonomy, the findings suggested that PHNs continued to practice 
autonomously when they worked closely with primary care providers despite a strong 
perception that this might threaten their autonomous practice. It seemed PHNs were 
accustomed to practicing autonomously as individual providers or as members of a public 
health nursing team, and they had not considered how autonomous practice might look 
different in interprofessional teams. Creating a culture of respect and developing professional 
understanding around roles and responsibilities were suggested by PHNs as ways to support 
autonomous practice in interprofessional teams.  
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Communication 
 Public health nurses described how communication was essential to collaboration with 
primary care providers. Linda described communication as “huge” and explained that, 
“you’ve got to communicate, even if you meet up against a wall…. It really does sound 
cliché, but it’s so important.” In PHNs’ examples of successful collaboration, good 
communication was often cited as being the most important contributing factor. In examples 
of unsuccessful collaboration, poor communication was often blamed for failure. Pam 
explained that poor communication could have a negative impact on team functioning: “If 
communication is not good, people aren’t feeling heard… nobody knows what they are 
supposed to be doing.” Communication featured prominently in all the interviews and was 
discussed in relation to establishing and maintaining a connection with primary care 
providers, sharing information, and collaboratively planning health care for individuals and 
communities.  
“It’s all done through the medical office assistants.” One-way communication with 
primary care providers was the most common kind of communication PHNs discussed in the 
interviews. Public health nurses described how one-way communication was important for 
collaboration because it helped providers connect with each other and send information, 
messages, and referrals back and forth. Phone and fax were the main communication methods 
PHNs discussed, but email, electronic charting, and electronic messaging were also 
mentioned. Public health nurses’ narratives revealed that the processes for one-way 
communication were surprisingly complex because most often, medical office assistants 
(MOAs) were involved in facilitation. Consequently, one-way communication with primary 
care providers tended to be indirect.    
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The phrase “it’s all done through the MOAs” was used by Amanda to describe 
communication with primary care providers. This phrase seemed to reflect the experiences of 
most PHNs who worked in communities where health care providers were not co-located in 
one building. Public health nurses who were co-located with primary care providers in very 
small communities did not talk about MOAs being involved in communication, likely 
because direct communication predominated at these sites. Loretta described how she 
communicated with family physicians via MOAs when she needed to refer clients for primary 
care assessments and treatment: 
I don’t usually speak with the doctor directly. I speak with their MOA who will speak 
with them. Then I always try and make a phone call and tell the client to go to the 
doctor and talk to them. Because it’s never straightforward…. I call the doctor and 
then I tell the client, “You can come at this time, because that’s when they can get you 
in. This is what you need to have done.” So that’s how it works. 
Public health nurses described benefits and drawbacks to communicating with family 
physicians through MOAs. On the positive side, MOAs were credited with being able to “fit 
in” clients to see their family physician, even in a fully booked day. Public health nurses saw 
this as a valuable skill, especially in communities where physicians had heavy workloads due 
to primary care provider shortages. Amanda described how she communicated with 
physicians with the help of MOAs when she did postpartum home visits:  
If I’m really quite concerned at the visit and I want the client to see their primary care 
provider that day… I have them call their doctor with me there…. Sometimes the 
doctor asks to talk to me, or sometimes the MOA will ask to talk to me. I’ve had an 
MOA ask to talk to me about a baby who was a week and a half old and hadn’t gained 
any weight since discharge…. They didn’t have any room, but she said, “We’ll fit 
them in.” 
Public health nurses related how clients benefited from MOAs’ involvement in facilitating 
communication with family physicians. For example, Alice explained that the only other way 
clients could access primary care services was to go to a walk-in clinic or emergency 
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department where they would not be able to see a provider “who knows their personal story 
and knows them well.”  
Public health nurses recognized that MOAs were also skilled at ensuring family 
physicians followed-though on requests for information. Jennifer explained that she was 
responsible for contacting physicians to get information to complete sexually transmitted 
infection (STI) report forms. Sometimes it was difficult for Jennifer to figure out who to 
contact because many clients were transient and did not have a family physician; testing may 
have been done in the emergency department. Jennifer said she often had to fax “one, two, 
sometimes three requests” for missing information to family physicians and she related that 
MOAs were “pretty good at making sure those are answered.” Susan said when she needed 
information from family physicians to help clients access pregnancy termination services, she 
would often work with MOAs when she was not able to speak with physicians directly: “I 
explain what it is I need. [The MOA] may not be able to put the call through at that time, but 
she will call me back later with the information. She will make sure that it gets done.” 
The drawback to MOAs facilitating communication between PHNs and family 
physicians was that MOAs sometimes got caught in the middle of miscommunication. A few 
PHNs in the study pointed out that MOAs could act as “gatekeepers” to communication. This 
issue arose mainly in situations where PHNs needed to speak with a family physician 
directly, but the MOA did not put their call through. Susan felt that some MOAs took it upon 
themselves to “decide if they are going to put the calls through or not” and Jessica stated that 
speaking with physicians “sometimes depends on how willing and friendly [the MOAs] want 
to be.” Loretta pointed out, “even getting a hold of MOAs at the clinics can be challenging, 
whether you’re on hold or they don’t take messages… so phone communication is definitely 
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a barrier.” These sentiments suggested that PHNs sometimes felt constrained by indirect, one-
way communication with primary care providers through MOAs. 
Public health nurses talked extensively about how important it was for them to be able 
to engage with primary care providers through direct communication, especially in complex, 
urgent, and unusual situations. Alice shared an experience of attempting to collaborate with a 
primary care provider that illustrated how collaboration was unsuccessful because of indirect, 
one-way communication. Alice was regularly visiting a postpartum mother and newborn 
baby who were socially vulnerable and she recognized that this put them at risk for negative 
health outcomes. Alice assessed the baby and found she was not gaining weight as expected; 
Alice referred the family to their family physician to be assessed. Alice described how she 
tried to communicate with the family physician so they could collaborate: 
I tried repeatedly via telephone, multiple times during the day, and faxes, to try and 
connect with the doctor about what was going on with the baby and what referrals I 
thought were necessary and what follow-up. I just wanted the doctor’s input on what 
she thought may be going on, to try and build a better picture for the mom, to explain 
to her what we thought may be going on, and I was unsuccessful. 
Although Alice’s attempts at establishing two-way communication with the physician 
were unsuccessful, the physician did receive the information she needed to assess, treat, and 
further refer the baby which indicated one-way communication was successful: 
Fortunately the baby ended up receiving the referrals and the follow-up needed. The 
doctor did see the family and follow through, although I wasn’t able to connect with 
her on the telephone or via fax. It was me talking to the mom, the mom seeing the 
doctor, the doctor sending the baby for tests, and then the mom relaying that 
information back to me, rather than the information being between the doctor and I 
and taking a team approach. 
The outcome of Alice’s experience was positive because the family received the health care 
services they needed, but it was apparent that collaboration between Alice and the physician 
was not fostered. Poor collaboration may have negatively impacted continuity of care for the 
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family because Alice was not part of the plan of care, yet she was working with the family on 
an on-going basis. Loretta also identified this issue, and said primary care providers needed to 
“understand that we’re going to be seeing this family again, and it would be really great to 
know… how the appointment went.” 
In Alice’s example of unsuccessful collaboration, the physician developed and carried 
out a plan of care for the family without involving the PHN. What the physician might not 
have known is that Alice consulted her because she valued her expertise and wanted to be 
involved in care planning. Several other PHNs also described not receiving replies from 
physicians when they sent them messages asking to discuss client care. For example, Loretta 
explained that she writes “please contact me” on referral letters to physicians to indicate “I 
want to know what you think about this issue” and “I want to get your perspective.” Loretta 
stated that physicians rarely contacted her despite her requests. Not being able to engage 
physicians in discussions related to client care and collaborative care planning stood out as an 
unresolved issue for PHNs. They clearly expressed how this excluded them from positively 
contributing to client care.   
“What is the best way for us to do this?” A few PHNs shared examples of how two-
way communication with a primary care provider gave them an opportunity to actively work 
through problems in collaboration and come up with solutions that were mutually beneficial 
to all parties involved, including clients. Examples of two-way communication mainly 
featured PHNs and primary care providers talking with each other in-person or over the 
phone, but it was also apparent that other forms of two-way communication, such as 
electronic messaging and interprofessional meetings, were emerging.  
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Jessica shared an experience of successfully moving past an initially negative 
communication experience with an MOA to collaborate with a family physician and help a 
client access pregnancy termination services. The situation was somewhat urgent as the 
pregnancy was approaching 12 weeks gestation. Jessica explained that after 12 weeks 
gestation, the physician could not perform the procedure and the client would have to travel a 
great distance to have it done in a major centre in southern British Columbia. Jessica’s 
example illustrates her rationale for needing direct, two-way communication with primary 
care providers in urgent situations: 
I was trying desperately to get a hold of a doctor that does [pregnancy terminations]. 
She shares an office with another doctor, so it’s a bit hard to get a hold of her— you 
can only phone on certain days. I didn’t know and I phoned on the wrong day. I got 
the MOA for the other doctor… who said, “Well she’s not here. Don’t phone on this 
day. This is the day she’s here. Good-bye.” I was kind of like, “Okayyy”…. And I had 
the doctor’s cell phone number, and I was thinking, “Oh my gosh, cell phone? Are we 
allowed to phone on that number?” You know, you don’t want to step on any toes or 
do anything you’re not supposed to. So I did call her on it, just because it was a tricky 
situation and the client was from a rural community and needed to travel to get here.... 
and I asked the physician, “Is it ok if I call you on this number, or is that something 
we should not be doing?” And she was totally fine with it. She is really someone that I 
find goes out of her way to make things work. 
In this example, Jessica carefully assessed all aspects of the situation before deciding to 
call the physician on her cell phone which demonstrated good nursing judgement, 
professional respect, and courtesy. Clearly, this was not a decision Jessica took lightly. As 
Jessica and the physician spoke over the phone, they eased into collaboration by working 
through the unfamiliar dimensions of the situation. Jessica asked the physician for feedback 
on her actions so she could evaluate her decision making skills. The physician acknowledged 
the call was justified which provided positive reinforcement and made way for collaboration 
to proceed. When asked why collaboration was successful in this situation, Jessica cited two-
way communication, stating that the physician was “willing to be part of the phone call.” In 
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this example, speaking directly with each other in a rather urgent situation gave the health 
care providers an opportunity to navigate collaboration together.  
 Jennifer described collaborating with a psychologist to coordinate health care services 
for a client with postpartum depression that illustrated how direct, two-way communication 
helped her and the primary care provider behave like partners in collaboration. The client was 
already working with the psychologist when Jennifer became involved in her care, and 
Jennifer explained that the psychologist contacted her to figure out how they could work 
together to streamline assessment and service provision for the client. Jessica and the 
psychologist approached the situation by asking “what is the best way for us to do this?” and 
collaboration ensued: 
It was really nice to be able to make a plan, and have that communication so we could 
give [the client] consistent information. And be able to check in with each other and 
have a team approach. I could let her know how my visit had gone and what I’d 
seen…. it was really beneficial for everyone. [The psychologist] was open to 
communication. And we’re all generalists… but this was definitely a high-risk client 
with some mental health concerns. So to have her support and expertise, to have a 
better idea of what I needed to be looking for, and just her openness to having me call 
and ask questions, and check-in, and make follow-up plans, and that kind of thing. 
She was very easy to work with. 
Two-way communication in this situation seemed to help Jennifer and the psychologist 
jointly plan care for a client with complex health care needs. There was a high level of 
engagement between Jennifer and the psychologist when they entered into collaboration but 
this decreased to periodic check-ins once collaboration was established. Jennifer felt 
supported in her generalist practice because she was able to communicate directly with the 
psychologist and draw on her specialized knowledge of mental health. These factors may 
have contributed to collaboration that was sustainable over time which is important because 
mental health issues are not often quickly resolved. The client needed on-going support and 
services, and both Jennifer and the psychologist were prepared to meet this need 
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collaboratively. This is the kind of two-way communication PHNs expressed a need for when 
they described working with clients with specialized health care needs.  
“Openness to communication.” Not being able to engage in direct and reciprocal 
communication with primary care providers seemed to be a significant barrier to 
collaboration from PHNs’ perspective. As Alice explained, “things can be misinterpreted… 
unfortunately, it’s a little bit harder to convey a sense of urgency over email, telephone, and 
fax.” Public health nurses suggested that having more opportunities to communicate directly 
with primary care providers would contribute to collaboration in interprofessional teams. 
Being able to communicate in-person, through electronic charting, and by direct electronic 
messaging were proposed as possible solutions.  
Public health nurses described how primary care providers have a heavy workload, and 
as Joan stated, “their time is very valuable.” Public health nurses acknowledged that indirect 
and one-way communication, particularly communication facilitated by MOAs, might prevail 
in interprofessional teams. Amanda made a suggestion for improving indirect 
communication: “If the MOA, or any kind of support staff, is going to be fielding calls from 
other health care providers, have policies in place to make sure information gets passed on in 
a timely way.”   
 Public health nurses in the study also shared advice regarding the interpersonal aspects 
of communicating with primary care providers and this tied in closely with the theme of 
power. Public health nurses described how they wanted to feel safe and supported in 
interprofessional teams to ask questions, clarify information, and solicit recommendations 
from primary care providers. Jennifer described how all team members needed to have an 
“openness to communication” and Linda stated it was important team members were not 
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“scared to talk to each other.” Jessica proposed how she would like to experience open 
communication: 
Feeling free to ask people questions. Being ok with asking people questions: “What 
would you do in this situation? What would you recommend?” And not feeling bad 
about it. Not feeling worried about, “Should I ask them? Are they going to be upset if 
I ask them this? Am I going to be brushed off? 
Linda, who had extensive experience working in interprofessional teams, shared her 
experience of interpersonal communications which provided an optimistic outlook for 
moving forward:  
I’m never scared to ask questions, or to go back and say, “I totally missed this, or 
maybe I misunderstood this.” Just clarifying and asking questions…. I don’t have 
probably a tenth of the answers I need to have, so I’m going to ask the questions, and 
they may sound stupid, but I’m really trying to understand and being really honest and 
upfront. 
Communication was key to collaboration in this study, and both one-way and two-way 
communication served a specific purpose. Problems in collaboration arose when PHNs were 
not able to communicate directly with primary care providers in urgent, complex, or unusual 
situations. In examples of successful collaboration, there were avenues for direct 
communication when it was needed. Public health nurses advised having more ways to 
communicate directly with primary care providers, however they accepted that indirect 
communication would likely prevail in interprofessional teams. Public health nurses 
suggested that there needed to be structures in place to ensure indirect communication would 
be timely. Public health nurses also advised that they should be able to engage with primary 
care providers to ask questions and work through problems in an open and supported way.  
A Public Health Perspective 
 Public health nurses’ discussions of collaborating with primary care providers 
illuminated how PHNs in this study integrated a public health perspective into all aspects of 
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their work. Specialized public health knowledge, a population health approach to practice, 
and a deep commitment to social justice strongly influenced the way PHNs collaborated with 
primary care providers. Although PHNs mainly shared examples of working with individual 
clients and families when they talked about collaborating with primary care providers, it was 
clear their intention was also to highlight how collaboration could help address population 
health issues. In discussions of working with primary care providers who did not seem to 
share a strong commitment to public health values, PHNs described working to promote a 
public health perspective by engaging these professionals in conversations about issues such 
as health equity and harm reduction. Carol articulated the link between collaboration with 
primary care providers and population health particularly well:  
[Public health nurses] are delivering messages that have been derived from a 
population health level. So infant nutrition basics, breastfeeding support and 
promotion, and smoking cessation support…. The primary care home is where you’re 
reaching people as individuals and as part of families, neighbourhoods, school 
catchment areas, etcetera. So that link between broader population health issues and 
messages, and how they filter down to that grassroots level, is really, really important. 
Lisa pointed out how important it will be to include perspectives from all health care 
providers when working to address population health in primary care homes and 
interprofessional teams: “For building practice standards, we need to think of the entire team 
now; in order to do that… we have to have the perspectives of the whole team.” 
“Confused about conflicting information.” Public health nurses described how they 
incorporated a public health perspective into their work with individuals and families by 
sharing public health messages about health promotion and illness/injury prevention as their 
first-line strategy for problem solving. However, problems arose when clients received 
conflicting messages from different health care providers. Public health nurses described 
situations where primary care providers’ messaging to clients was much more curative-
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focused and seemed to conflict with what PHNs had recommended. As Alice explained, 
clients found conflicting messages confusing: “All these different health care providers not 
being on the same page, not knowing what the other has said or what their recommendations 
are; it doesn’t help to build [clients’] confidence in the health care system.”  
The following excerpt from Jessica illustrated conflicting messages in a child health 
clinic: 
I had a mom tell me that her baby seemed really hungry all the time, which was 
normal; baby I think was going through a growth spurt because they were at the right 
age. And she mentioned it to her doctor who told her at 3 months to switch to cow’s 
milk—from breastfeeding. Told her to quit breastfeeding and switch to cow’s milk. At 
3 months. And then it’s like, “Ah!” How do you deal with that diplomatically? 
Jessica explained that the public health recommendation was to exclusively breastfeed infants 
until they were six months old, and supporting women to do this was best practice for PHNs. 
Rachel shared an experience similar to Jessica’s in which she encountered infant feeding 
mixed-messaging:  
We had a physician that was recommending moms to start introducing solids to their 
babies at 4 months, and that’s not our standard; not the nutrition guidelines for 
Northern Health and the World Health Organization…. It came about because I had a 
mom come down to the health unit after her… routine check-up at 4 months with her 
physician. She was quite concerned she was doing something wrong because she 
hadn’t introduced solids to her baby yet…. At the child health clinic… we discuss 
delaying the introduction of solids until 6 months, so she was very confused about the 
conflicting information. 
Both Jessica and Rachel talked about how they tried to work through these situations, 
but neither seemed to be very successful. Jessica’s strategy was to provide the client with her 
recommendations, discuss the evidence-base for them, and let the client decide what to do. 
When asked if she ever tried to work with primary care providers to sort out conflicting 
messages, Jessica stated, “no I never have. I probably never would.”  Rachel discussed 
conflicting messages directly with the physician, but the two providers were unable to come 
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to a mutual understanding. As a result, child health clinic procedures were changed at the 
public health unit and PHNs decided to discuss introducing solids at the two-month old infant 
appointment instead of at the four-month old appointment to pre-empt the issue. Rachel 
explained, “we’ve adapted the communication we have with parents to make sure they’re 
making an informed decision that works for them.” 
Most PHNs described trying to avoid working with primary care providers who they 
perceived would give clients recommendations that conflicted with their own. Joan described 
how she once referred a client who wanted a pregnancy termination to a physician who did 
not support this practice. She then learned that several physicians in her community did not 
support this practice. Joan decided the only solution to the problem was to avoid referring 
clients to these providers:  
There are a few physicians who are not supportive of [pregnancy termination 
services]… I know who they are, and how they practice and I wouldn’t refer a client 
to one of them for a pregnancy termination. I wouldn’t… send [the client] to someone 
who’s not going to be receptive to the care that they’re requesting…. So that’s where 
I’ve had [collaboration] not work optimally because [the client] went to see somebody 
who was disinclined to acquiesce to their request. Sometimes [clients] react to the 
person who’s giving them the care. If a [health care provider] looks at their decision 
with a judgmental attitude, it can affect how they decide to proceed…. When I first 
discovered it was an issue, it was after the fact… there wasn’t much I could do, 
except, “Oh well, I won’t refer to that person again.” 
Carol shared an example of working with a physician who refused to be involved in 
caring for a client with TB unless she was the physician managing the care: “I have had a 
physician say, ‘it’s either me or TB Control that manages this case, and if it’s them, I don’t 
want to be involved.’” Carol explained that she tried to “avoid that care provider” because 
she “wasn’t a physician you could easily have a dialogue with…. I wouldn’t spend energy 
trying to engage a provider who was that black and white about not wanting to be involved if 
there was another specialist involved.” Susan described avoiding working with certain 
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primary care providers and looking for other providers to meet clients’ needs as finding the 
“loopholes” to ineffective collaboration. 
 Public health nurses recognized that avoiding working with certain primary care 
providers was not the best way to promote collaboration because it did not address the root 
cause of the problem; they knew discrepancies would persist. Different knowledge, values, 
and philosophies of care seemed to contribute to how primary care providers and PHNs 
approached problem solving. Loretta shared an example of trying to engage physicians in 
harm reduction for people who use illegal drugs and she articulated the impact of differing 
health care perspectives on collaboration:  
We don’t have a doctor here that prescribes methadone…. Another public health 
nurse and I here in the office really wanted to be able to work with Narcan. And 
again, we need a physician to prescribe it…. It’s my perspective… [physicians]  have 
a very different perspective on… what primary care is, and what preventative 
medicine is…. It’s more fixing the problem. And they might have a different attitude 
towards people with addictions…. It’s difficult to try and bring in these models that 
they aren’t familiar with.  
 
“On the same page.” When PHNs and primary care providers approached problem 
solving with similar values and goals, collaboration was more likely to be successful. Jessica 
explained how important it was for health care providers to mutually agree on how to provide 
care in interprofessional teams: “[Health care providers] should be informed about what best 
practices are so that things are standard and we’re all providing the same information.” 
Jessica described how providers needed to be “on the same page” with their approach to care. 
This phrase was also used by several other PHNs including Alice, who said it is important for 
clients to see their health care providers as “cohesive and connected.”  
Public health nurses described how they promoted public health knowledge and values 
to other health care providers. Joan talked about how interprofessional meetings provided an 
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opportunity for her to promote a public health perspective to primary care providers and other 
health care professionals. She explained how she did not hesitate to take on the role of 
educator: 
I’ve had discussions around harm reduction for instance, where physicians will have 
the attitude that this doesn’t do any good, or it seems some of them will have a 
different attitude around it. And just being about to bring them some resources, and 
show them how it reduces the transmission of a variety, or of most all of, the 
transmissible disease that go along with harmful practices like IV drug use and high 
risk sexual activity…. I work on those kind of things, but sometimes there is a 
challenge in getting their support. 
Susan and Pam described how PHNs would be well positioned to teach other health 
care providers (including primary care providers) about how to incorporate a public health 
perspective into practice in interprofessional teams. Susan felt it will be imperative for PHNs 
to take leadership on this:  
I think there’s going to be a learning curve for people who don’t really understand 
what population health is all about. And I think those of us who do know are going to 
have to really use our communication skills and communicate that knowledge. 
Susan was careful to emphasize the importance of public health knowledge over skills:  
We need to inform [other health care providers] about the knowledge we have…. 
Because it isn’t so much a skill set, as a knowledge base… everyone prizes those 
tasks, but they can’t necessarily see what the difference is between what I know and 
what another community nurse might know. 
Pam explained that other health care providers were beginning to understand and appreciate 
public health knowledge and how it is incorporated into public health nursing practice: “It’s 
coming to light now for a lot of people the depth of what we actually do.” Pam also talked 
about how PHNs will need to champion a public health perspective in the primary care home: 
“When we’re working with the [interprofessional] team and with the physicians, it’s always 
bringing the population health lens to what it is we’re doing.”   
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 Several PHNs shared their experiences with the prenatal registry program as an 
example of being “on the same page” with primary care providers. Public health nurses 
described how the program aims to promote health and wellbeing for childbearing families, 
and they discussed how it promoted a public health perspective in collaboration with primary 
care providers by addressing the determinants of health for socially vulnerable families. 
Jessica explained how the prenatal registry program connected PHNs with primary care 
providers and clients: 
It is a prenatal questionnaire that is very comprehensive, covering everything from 
health related information to whether [the client] has finished high school, how many 
places they have lived in the last one or two years, depression questions… mental 
health, physical health, nutrition… finances… smoking. The idea is that the client will 
fill out the form, take it back to their doctor, and then we pick it up at their doctor’s 
office, and phone them, having gone through the questionnaire and identified any 
variances or any vulnerabilities… to see if there are any supports we can offer as far 
as resources—mailing out of information, that kind of thing. So that’s kind of a 
collaboration between us and those physicians’ offices that choose to be a part of that 
program. 
Amanda described her role in the program as providing support and connecting clients with 
community resources, just as Jessica did: “[I] periodically call [clients] throughout their 
pregnancy and answer their questions or make referrals if they’re interested, make sure they 
have all the information for the supports they are looking for in the community.” Jessica 
pointed out that the program also provided an opportunity for PHNs to build relationships 
with clients and follow them through the prenatal and postpartum periods.  
While PHNs described collaboration with primary care providers and clients through 
the prenatal registry program as “not very intensive” (Jessica) and “not really on a daily 
basis” (Jennifer), what stands out in their discussions is that collaboration seemed to be 
structured and even systematic. Combining a public health and primary care approach to 
addressing health equity in prenatal care seemed to fit the practices of both PHNs and 
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primary care providers and the structure of the program seemed to formalize some of the 
processes for collaboration. For instance, Jennifer and Amanda explained physicians were 
notified when PHNs were unable to connect with clients that had been referred to them. 
Jennifer related that she could communicate concerns and share information about clients in 
the program electronically with physicians in her community. Jennifer explained this was 
particularly important when she was working with clients who were socially vulnerable. 
Importantly, PHNs described practicing autonomously and with a client-focus in the prenatal 
registry program. Amanda described how autonomous practice and client-centred care came 
together in the perinatal registry program when she said that services were offered based on 
“the nurse’s discretion and what the clients are looking for.” 
“Knowledge to do the basics of primary care.” Advice and suggestions for 
promoting a public health perspective in interprofessional teams come from PHNs’ 
dedication to excellent nursing practice for the sake of their clients and communities, as well 
as their own professional satisfaction. Amanda talked about having “safety nets” for clients 
during the transition to interprofessional teams because it was important to ensure clients’ 
health care services were not interrupted. Susan framed this as, “we don’t want to see 
[clients] fall through the cracks.” Joan discussed how it will be important to consider each 
community’s unique health, social, and economic conditions when health care services are 
reorganized, because at the local level, “the health care system adapts to the population, and 
the population adapts to the health care system.” 
 Public health nurses expressed their desire to be sufficiently prepared to practice in 
interprofessional teams. Developing a solid knowledge base in primary care seemed to be 
their main priority. Linda explained PHNs would need to acquire “the knowledge we’re 
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going to need to do the basics of primary care” and Rachel stated, “there’s so much 
information we have to know for each of those fields [primary care and public health]… that 
are being melded into one essentially.” Susan explained that PHNs have high expectations of 
practicing proficiently and that learning new ways to practice causes anxiety because “there’s 
that ‘oh my gosh, I need to know all this before the whole transition comes in.’ That’s not 
what we’re being told, but you know how nurses are: ‘I have to know it all yesterday.’” 
 Public health nurses described how it was confusing for clients to receive conflicting 
messages from different health care providers. They recognized that practicing in 
interprofessional teams will require all health care providers to develop a complementary 
approach to client care and problem solving. Public health nurses described how they might 
be able to take a leadership role in promoting a public health perspective to all health care 
providers in primary care homes and interprofessional teams. At the same time, PHNs 
acknowledged that their challenge will be to develop proficiency in primary care practice. In 
this respect, PHNs advised health care planners to make sure there is sufficient education and 
training for both public health and primary care work for all health care providers in 
interprofessional teams and primary care homes.   
Summary of Findings 
Public health nurses in the study were forthcoming about sharing their experiences of 
collaborating with primary care providers in the context of their day-to-day nursing practice. 
Experiences were recounted carefully, in a matter-of-fact way, and PHNs were contemplative 
as they shared their perceptions and advice for practicing in primary care homes and 
interprofessional teams. Four themes were identified in PHNs’ narratives of collaborating 
with primary care providers: Power, autonomy, communication, and a public health 
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perspective. Within each theme, it was evident PHNs were beginning to configure their 
practice to evolve from collaborating “as needed” to more intentionally collaborating “like a 
partner.” Despite the atmosphere of uncertainly and hesitancy related to the impending 
transition to the primary care nurse role and interprofessional teams, there were many 
examples of successful collaboration shared by PHNs. Although several PHNs seemed to 
view collaboration with primary care providers a bit doubtfully, other PHNs expressed a hint 
of cautious optimism. Public health nurses’ advice and suggestions for collaboration in 
primary care homes and interprofessional teams provided additional strategies for moving 
forward.   
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Chapter Five: Discussion 
In this study, public health nurses (PHNs) in northern British Columbia shared their 
experiences and perspectives of collaborating with primary care providers in their day-to-day 
practice. The findings of the study revealed some discord between the way PHNs perceived 
collaboration with primary care providers and the way collaboration was actually manifested 
in their day-to-day practice. That is, while many participants seemed to view collaboration 
with primary care providers somewhat skeptically, they nonetheless shared many concrete 
examples of successfully collaborating with primary care providers. Public health nurses’ 
examples of successful collaboration illuminated the aspects of collaboration that facilitated 
positive outcomes for clients, families, and communities: A focus on client-centred care, 
professional relationships with primary care providers, an ethos of teamwork, leadership that 
promoted equality, and clear, direct, communication. 
This discussion focuses on bringing to light the aspects of PHN practice that promoted 
successful collaboration with primary care providers. While the barriers to collaboration that 
were identified and described in this study are acknowledged within this discussion, dwelling 
too much on what hindered collaboration did not help shed light on how collaboration might 
be fostered and sustained in future primary care homes and interprofessional teams. It was 
equally important not to lose sight of how collaboration contributed to quality client care and 
services in this study. Hence, this discussion illuminates the facilitators of collaboration that 
helped PHNs successfully collaborate with primary care providers for the benefit of client, 
family, and community health in northern British Columbia. 
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A Focus on Client-Centred Care 
 In this study, collaboration was most successful when PHNs and primary care providers 
made clients’ needs and preferences for care and services their main priority. When PHNs 
and primary care providers were focused on client care, they were able to constructively look 
at problems and methodically work through challenges and barriers to collaboration. Public 
health nurses and primary care providers were much less likely to play the doctor-nurse game 
(Stein, 1968) when they were focused on clients’ needs because they put their efforts towards 
working together to find solutions to problems rather than on trying to harness power to 
“win” the game. Responsibility for client care was determined by the role of each provider in 
meeting clients’ needs, and PHNs did not seem to mind if they had “functional” or “formal” 
authority for client care (Marrone, 2003), as long as clients received the care and services 
they needed in a professional and timely manner. Clients benefitted from more streamlined 
and personalized care and services when PHNs and primary care providers put clients’ needs 
and preference first, worked together amicably, and did not play the doctor-nurse game.  
The link between collaboration and quality client care and services became visible to 
PHNs when they discussed their successes. Recounting how successful collaboration 
benefitted clients reaffirmed to PHNs that engaging in collaboration was a worthwhile 
endeavour even when it required considerable effort. Discussing successes also seemed to 
motivate PHNs to continue working towards improving collaboration with primary care 
providers. Public health nurses’ examples of successful collaboration demonstrated how 
“success breeds success”: By maintaining a positive attitude towards collaboration and 
adapting behaviours and strategies that had facilitated positive client outcomes in past 
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collaborations, PHNs prepared themselves for future successful collaborations with primary 
care providers.  
Prioritizing clients’ needs and preferences for care and services when collaborating 
with primary care providers was most visible in PHNs’ examples of working with socially 
vulnerable clients and families. Public health nurses described how they worked to meet the 
needs of vulnerable clients by taking a nonjudgmental and holistic approach to client 
interactions, working to reduce stigma for clients with conditions such as mental health and 
substance use issues, offering clients choices for supports and services, and altering their 
schedules to meet clients in settings and at times that were convenient to them. Public health 
nurses also described how several primary care providers made concerted efforts to 
accommodate clients’ needs and preferences for care by rearranging their schedules, reducing 
duplication of assessments, and fitting clients in for appointments on short notice. By 
collaborating to meet the needs of vulnerable clients, PHNs and primary care providers 
exemplified the Registered Nurses Association of Ontario’s (RNAO) (2002) definition of 
client-centred care: “An approach in which clients are viewed as whole persons… Client 
centred care involves advocacy, empowerment, and respecting the client’s autonomy, voice, 
self-determination, and participation in decision-making” (p. 12).  
Making client-centred care a priority in collaboration with primary care providers fit 
with PHNs’ population-focused practice as well as with their practice with individuals and 
families. When PHNs described collaborating with primary care providers on community 
health issues, the group of people who made up the community became the “client” and care 
and services were structured around the collective needs of this group of people. Although 
client-centred care has typically been conceptualized as a way to provide care and services 
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that meet the needs and preferences of individuals and families, the principles of client-
centred care can also be applied to working with groups of people and communities (Athwal, 
Marchuck, Laforet-Fliesser, Castanza, Davis, & LaSalle, 2014). However, it may not be 
intuitive to all PHNs and primary care providers how the principles of client-centred care can 
be applied to working with groups of people and communities. If PHNs and primary care 
providers are to collaborate in primary care homes and interprofessional teams to provide 
care and services to groups of people and communities, it might be beneficial for them to 
discuss how they will work together to ensure the groups’ needs and preferences will be made 
central to planning, implementing, and evaluating new initiatives. 
Providing care and services that met the needs and preferences of groups of people and 
communities required PHNs and primary care providers to focus their practice on population 
health. Public health nurses described how important health promotion and illness and injury 
prevention work was in their current role, and there was a general consensus that this type of 
work should continue in their new role as primary care nurses. Public health nurses strongly 
perceived that population health work would align with the goals of primary care homes and 
interprofessional teams, but they were concerned that acute care issues would predominate 
over population health issues. Public health nurses who constructively considered how a 
biomedical health approach and a population health approach could be balanced in primary 
care homes and interprofessional teams suggested that PHNs could take the lead on 
promoting a population-focused practice to other team members.  
The suggestion that PHNs could promote a population-focused practice to health care 
providers of different disciplines in primary care homes and interprofessional teams came 
from PHNs who had a more intentional population-focused practice (Diekemper et al., 1999a; 
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1999b). Public health nurses who had a more natural population-focused practice may not 
have felt as confident or skilled to suggest that they take on this leadership responsibility. 
However, Diekemper et al. (1999a; 1999b) suggested that with some education and 
mentorship, PHNs with a natural population-focused practice could cultivate a more 
intentional population-focused practice. Supporting PHNs to cultivate an intentional 
population-focused practice would likely require only a minimal investment in education and 
mentorship as the foundation for this kind of practice is experience and expertise in working 
with clients, families, and communities to promote health and wellbeing (Diekemper et al., 
1999a; 1999b). Public health nurses certainly demonstrated that they had this foundation, 
even the newer PHNs. An intentional population-focused practice would be more visible to 
other members of primary care homes and interprofessional teams, and PHNs would be better 
positioned to lead by example and support other providers to develop this type of practice. An 
intentional population-focused practice would also help PHNs more effectively plan, 
implement, and evaluate care and services designed to meet the needs of groups of people 
and communities in collaboration with primary care providers and other members of 
interprofessional teams (Diekemper et al., 1999a; 1999b). 
Professional Relationships with Primary Care Providers 
 In this study, collaboration between PHNs and primary care providers was smoother 
and more successful when providers had strong professional relationships. In particular, 
professional relationships between PHNs and physicians seemed to lessen the negative 
impact of medical hierarchy on collaboration. Public health nurses who had established 
positive relationships with physicians described feeling comfortable to ask physicians 
questions, engage in dialogue with physicians, and request physicians’ feedback on practical 
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skills. Learning from physicians enhanced PHNs’ knowledge base and increased their 
confidence and competence, especially in specialty practice areas such as sexual and 
reproductive health. Studies of nurse-physician relationships in community and primary care 
settings have also found that hierarchical work structures were slightly evened out when 
professional relationships were established (Merrick et al., 2014; Pullon, 2008). 
Public health nurses who had professional relationships with physicians recognized 
how valuable these relationships were for facilitating collaboration. Working directly with 
physicians stood out as the main mechanism for building professional relationships. Several 
PHNs described how they built professional relationships with physicians by working closely 
together in clinical settings (e.g., sexual health clinics). A few other PHNs described how 
they built professional relationships with physicians by working together on committees that 
addressed community health issues. One PHN described how she built professional 
relationships with physicians entirely by distance when working together in case conferences 
(teleconferences and videoconferences) for clients and families with complex health and 
social care needs. As Pullon (2008) suggested, the foundations for professional relationships 
between PHNs and physicians were built by demonstrating competence to each other and 
developing an understanding of each other’s practice, which led to establishing credibility, 
mutual respect, and trust.  
Public health nurses who did not have professional relationships with physicians did not 
see clearly how working together in practice could help build professional relationships that 
promoted collaboration. Instead, these PHNs emphasized how they worked “independently” 
from physicians. A sense of autonomy for these PHNs was closely tied to practicing as 
individual providers or as members of a public health nursing team. They seemed to 
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subscribe to the notion that fewer interactions between PHNs and physicians promoted 
harmony between providers which positively impacted client care and services. This 
perception was also found in the research literature. For example, Marrone (2003) described 
how working at a distance from physicians allowed home care nurses to “exert greater 
authority, and claim more balance between themselves and physicians, in assuming some 
responsibility for patients” (p. 634). However, it is important to point out that less contact 
between providers seemed to make collaboration more difficult, and a lack of conflict 
between PHNs and primary care providers did not always equate to collaboration. Public 
health nurses’ comments about working independently from physicians seemed to undermine 
the value of building professional relationships by working closely together as described by 
PHNs with firsthand experience.  
Public health nurses in several small communities described how being co-located with 
primary care providers helped them build professional relationships that facilitated 
collaboration. Being co-located provided opportunities for PHNs and primary care providers 
to get to know each other personally and professionally, to observe the way the other provider 
practiced, and to consult with each other on client, family, and community health issues. Co-
location improved communication when PHNs and primary care providers were able to meet 
informally for quick consultations in between booked appointments or formally for regularly 
scheduled meetings. Public health nurses also described how co-location provided 
opportunities for light conversation with primary care providers which helped them establish 
a social connection and promoted a sense of collegiality. Research studies have also 
identified how both informal communications such as “corridor consultations” (Cioffi et al., 
2010, p. 65) and formal communications such as documentation, meetings, and referrals 
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contributed to building professional relationships for improved collaboration in primary and 
community care settings (Brown et al., 2010; Cioffi et al., 2010). Brown et al. (2010) 
proposed that a mix of professional activities, social activities, and sharing life events helped 
health care providers of different disciplines develop professional relationships that improved 
primary care team cohesion. Although PHNs who worked in small communities credited co-
location for helping them build professional relationships with primary care providers, being 
co-located in one building simply provided a venue for PHNs and primary care providers to 
interact with each other in positive ways. 
Putting too much emphasis on how co-location promoted collaboration between PHNs 
and primary care providers in small communities may detract from the fact that it was 
providers’ purposeful actions and behaviours that actually facilitated successful collaboration. 
While studies of health care providers’ interactions in primary and community health care 
teams have found that co-location facilitated collaboration (Oandasan et al., 2009; O’Neill 
and Cowman, 2012), Oandasan et al. (2009) pointed out that co-location itself did not 
necessarily guarantee a cohesive team. Oandasan et al. found that co-location actually had a 
negative impact on collaboration when providers felt their workplace was overcrowded. 
These researchers stressed that it was more important to bring health care providers together 
frequently and for sufficient periods of time to help them establish “mutually appreciative 
working relationships” (Oandansan et al., 2009, p. 161) rather than to co-locate them in less 
than ideal work environments. Given that co-locating providers is not practical or feasible in 
many communities, more consideration could be given to how to provide opportunities for 
PHNs and primary care providers to work directly together to develop professional 
relationships and purposeful actions and behaviours that facilitate collaboration.  
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An Ethos of Teamwork 
Being part of a public health nursing team was presented as a source of strength for 
PHNs when they engaged in collaboration with primary care providers. For example, 
interview questions asked PHNs for their personal experiences and perspectives, but their 
responses often included the word “we” indicating that PHNs felt compelled to speak not 
only for themselves, but also for their PHN colleagues. That these PHNs felt comfortable and 
confident to speak on behalf of their peers suggested that they had a strong sense of safety, 
security, and belonging in their current public health nursing teams. Clearly, PHNs had 
worked hard to foster an ethos of teamwork and a sense of team spirit in their work 
environment. However, when PHNs discussed collaborating with primary care providers in 
the future as members of interprofessional teams, they seemed unsure of their ability to 
function well as team players. Public health nurses’ positive experiences of teamwork in their 
public health nursing teams are assets that they bring with them to their new role and work 
environment, and they should recognize them as such. Acknowledging strengths is an 
important way to build self-confidence, which positively contributes to teamwork and 
collaboration (Pullon, 2008). 
 Public health nurses who worked in small communities in northern British Columbia 
seemed to be more comfortable with the idea of working with primary care providers as team 
members than were PHNs who worked in larger communities. Several PHNs who worked in 
small communities already thought of themselves as being on the same team as primary care 
providers. A few of these PHNs used the metaphor of “family” to describe their team 
dynamics. Interestingly, this metaphor is also found in the research literature examining 
collaboration in primary and community care settings (Brown et al., 2011; Cameron, 
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Harbison, Lambert, & Dickson, 2012; Finlayson & Raymont, 2012; Oandasan et al., 2009). 
Cameron et al. (2012) suggested that a family-style of teamwork developed when community 
nurses exhibited nurturing behaviours to one another and supported each other personally and 
professionally. These researchers suggested a family-style of teamwork helped boost morale 
in community nursing teams (Cameron et al., 2012). Oandason et al. (2009) posited that the 
metaphor of family reflected a sense of team belonging (Oandasan et al., 2009). Although a 
few studies supported the notion that a family-style of teamwork promoted interprofessional 
collaboration in teams as PHNs in this study suggested (Cameron et al., 2012; Oandasan et 
al., 2009), other studies cautioned that a family-style of teamwork could have disadvantages 
in interprofessional teams (Brown et al., 2011; Finlayson & Raymont, 2012). 
Only one PHN pointed out that there was a down side to a family-style of teamwork in 
small communities: When poor working relationships between providers were entrenched, 
they had an ongoing negative impact on teamwork and collaboration because there was no 
way that the providers could avoid working together. Even though this was a single comment 
shared by one PHN, it was an important reminder that collaboration and teamwork were not 
always ideal in small communities. Finlayson and Raymont (2012) pointed out that a family-
style of teamwork could be strongly affected by human relationships and personalities, and 
Brown et al. (2011) suggested that a family-style of teamwork could impede conflict 
resolution because team members were hesitant to hurt others’ feelings. If providers are 
unable to maintain a degree of objective professionalism in their relationships, a family-style 
of teamwork could actually hinder collaboration. Hence, a family-style of teamwork may not 
be beneficial to collaboration in all settings.  
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Leadership that Promoted Equality 
 Public health nurses in this study described how unequal power in collaboration 
between nurses and physicians could be addressed through leadership. Leadership was also 
seen as a way to ensure health promotion and illness prevention work were not overpowered 
by illness-focused care and services in primary care homes and interprofessional teams. 
Public health nurses perceived that leadership would be the formal responsibility of team 
leaders and managers, but they also perceived that team members would be informally 
responsible to show leadership when needed. Public health nurses’ examples of collaborating 
with primary care providers illustrated how they demonstrated leadership skills when 
working to promote health with clients, families, and communities.  
Public health nurses’ leadership skills stood out most prominently in their examples of 
collaborating (or attempting to collaborate) with primary care providers to address population 
health issues. Public health nurses described how they took a leadership role to promote harm 
reduction strategies such as naloxone for opioid overdose response, health promotion 
initiatives such as smoking cessation programs, and education programs such as sexual health 
teaching in schools. These initiatives were most successful when primary care providers 
supported and participated in them. In collaborations with primary care providers on 
individual and family health issues, PHNs took leadership in promoting healthy behaviours 
and lifestyles such as supporting breastfeeding for new mothers and infants and promoting 
immunizations to prevent communicable diseases. When the goal of care and services was 
more curative, PHNs seemed content to let primary care providers take on the leadership role 
in collaboration. As such, it seemed that PHNs and primary care providers were often able to 
work out for themselves who would take on leadership in collaboration as determined by 
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client or community need, as well as their skills, abilities, interests, and the resources 
available to them. Public health nurses should recognize their capacity for fairness, humility, 
and compromise in distributing leadership this way. 
When PHNs talked about leadership in primary care homes and interprofessional teams, 
the point they emphasized most strongly was that leadership should not be autocratic. Public 
health nurses expressed strong hopes that team leaders would possess the qualities, skills, and 
abilities to promote equality in teams so that all providers would be able to contribute to 
quality client care. In her study of PHNs’ perceptions of clinical leadership in Ireland, Carney 
(2009) similarly found that PHNs were strongly opposed to autocratic leadership, in part 
because they thought it contributed to a misalignment between providers’, managers’, and 
clients’ goals for quality client care. Carney suggested that in times of health care 
restructuring, ideal leaders should possess formal leadership knowledge and skills developed 
through advanced education and training as well as “soft skills” such as trust and integrity. 
Carney also suggested that leaders needed to be visionary, charismatic, co-operative, and 
innovative. In their study of leadership in community nursing teams in Scotland, Cameron et 
al. (2012) found that nursing leaders needed to be nurturing, supportive and protective of 
their team members. The characteristics of a team leader described by PHNs in this study 
seemed to reflect those presented in the literature which suggested that PHNs had a good idea 
of what kind of leader would promote collaboration in teams. However, as leadership and 
management roles might overlap in primary care homes and interprofessional teams, it will 
be challenging for team leaders who must also perform management duties to demonstrate 
leadership to team members while modelling a non-hierarchical team structure. 
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When discussing leadership as a way to promote collaboration in primary care homes 
and interprofessional teams, it is important to not lose sight of the overall goal of quality 
client care and services. Studies of leadership and collaboration in community and acute care 
settings found that nurses tended to focus more on how leadership helped health care 
professionals “get along” than on how it helped them achieve better health outcomes for 
clients (Cameron et al., 2012; Clark & Greenawald, 2013). These studies stressed that teams 
needed to make the link between leadership, collaboration, and client care goals explicit so 
that the teams’ activities actually contributed to achieving the desired results (Cameron et al., 
2012; Clark & Greenawald, 2013). Making specific client outcomes the expressed goals of 
leadership and collaboration in teams seemed to be a shrewd suggestion for success in the 
context of northern British Columbia considering that PHNs tended to lose sight of client-
centred care when they were overly focused on team dynamics.  
Clear, Direct Communication 
 Poor communication between PHNs and primary care providers (namely physicians) 
stood out in this study as being the most significant barrier to collaboration. More 
importantly, poor communication stood out as being the most modifiable barrier to 
collaboration. That is, although it was apparent that a muted form of the doctor-nurse game 
(Stein, 1968) was being played by many PHNs and physicians in northern British Columbia, 
it truly seemed that this game could be thwarted by improving communication between these 
providers. If PHNs and physicians were able to communicate clearly with each other in a 
timely manner, there would be no reason for, or benefit to, persevering the passive-aggressive 
behaviours that perpetuated the doctor-nurse game. Being able to communicate effectively 
would make it possible for PHNs to make direct recommendations to physicians and for 
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physicians to quickly respond to PHNs’ requests for information. The main excuse for the 
behaviours that promoted the doctor-nurse game would no longer exist. 
Public health nurses in this study mainly communicated with physicians by phone and 
fax messages that were passed back and forth by medical office assistants (MOAs). The 
negative consequences of having MOAs facilitate communication included lost messages, an 
increased workload for MOAs, and MOAs being put in the awkward position of 
communication “gatekeeper.” Clearly, this was not an effective way to communicate. Public 
health nurses suggested that having better ways to communicate with physicians 
electronically would improve one-way communication in primary care homes and 
interprofessional teams. Public health nurses suggested that electronic communication would 
be faster, more direct, and reduce reliance on MOAs.  
Research studies that have examined electronic communication between community 
nurses and primary care providers suggested there may be a modest positive impact on 
collaboration (Koivunen, Niemi, & Hupli, 2014; Lyngstad, Grimsmo, Hofoss, & Helleso, 
2014; Melby & Helleso, 2014). Melby and Helleso (2014) found that electronic 
communication increased the frequency of communication between community nurses and 
physicians and empowered nurses because all requests to physicians were automatically 
documented in clients’ charts. Hence, nurses perceived that electronic messages to physicians 
carried “more weight” (Melby & Helleso, 2014, p. 351). However, community nurses and 
physicians in Melby and Helleso’s study were concerned that electronic communication 
could have a negative impact on collaboration if providers had too few face-to-face 
interactions. Koivunen et al. (2014) found that electronic communication decreased the time 
spent on managing client data and improved staff cooperation, competence, and time 
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management. Lyngstad et al. (2014) found that a national e-messaging system was an 
additional tool for communication between community nurses and primary care providers, 
but it did not replace traditional communication methods such as phone and fax. Hence, 
electronic communication might be considered as an adjunct communication method rather 
than as a replacement for phone and fax messages in primary care homes and 
interprofessional teams. Perhaps PHNs in this study suspected that completely replacing 
traditional communication methods with electronic communication was a lofty goal. This 
may have been why they acknowledged that there were some benefits to MOAs facilitating 
messages, and why they reluctantly described how one-way communication with physicians 
would suffice for simple, routine communications such as general referrals.  
About half of the PHNs in this study said they rarely talked directly with physicians 
over the phone or in-person. As most PHNs emphasized that two-way communication with 
physicians was required in urgent situations and for clients with complex health issues, not 
being able to talk to physicians was clearly a barrier to collaboration. There was only one 
suggestion for improving communication with physicians in urgent situations: Being able to 
call physicians on their cell phones. More generally, PHNs suggested that having regularly 
scheduled interprofessional meetings would provide opportunities to consult on ongoing 
client cases as well as on community health issues. Although only a few PHNs had 
interprofessional meetings with primary care providers, those that did described them as 
being invaluable to collaboration. Research studies suggested interprofessional meetings 
needed to be organized, structured, well-attended, and goal-oriented in order to be effective 
(Clark & Greenawald, 2013). As well, team members needed to have the proper skills to 
participate in interprofessional meetings, such as being able to actively listen, speak up, learn 
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from each other, and work towards a non-hierarchical team structure (Sargeant, Loney, & 
Murphy, 2008). Giltenane et al. (2015) pointed out that PHNs perceived that physician 
participation in meetings was essential for teamwork. Interprofessional teams that choose to 
implement meetings will want to make sure they are designed to be effective and that the 
team members are supported to develop the skills they need to participate in meaningful 
ways. As well, it will be important to consider how physicians and other fee-for-service 
providers such as community pharmacists will be supported to participate. 
Poor communication between PHNs and physicians contributed to conflict in this 
study; it also made conflict resolution unnecessarily difficult. For example, when PHNs and 
physicians did not communicate with each other to develop collaborative plans of care for 
mutual clients, they were more likely to give clients conflicting health advice. Public health 
nurses said that clients found conflicting health advice confusing and stressful. When PHNs 
avoided communicating with physicians to resolve conflicting messages to clients, conflict 
between providers was confounded. In the research literature, Brown et al. (2011) identified 
how “people in less powerful positions” (p. 7) often avoided conflict resolution because they 
felt intimidated, resentful, and silenced in primary care teams. Leever et al. (2010) identified 
how providers’ perceptions of their own influence and the influence of others contributed to 
their decision to engage in, or ignore, conflict. Perceptions of knowledge, experience, 
extraversion, introversion, confidence, and attitude fed into providers’ perceptions of 
influence (Leever et al., 2010). In this study, PHNs who chose to avoid resolving conflict 
with physicians may have done so because they felt powerless and silenced. However, having 
clear ways to communicate with physicians would render this excuse useless because PHNs 
would be able to take action to solve problems and physicians would be able to participate in 
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finding the solutions. Clear and direct communication would not only prevent conflict, it 
would help resolve conflict as well. 
It was surprising that PHNs in this study did not openly discuss gender as a factor 
influencing collaboration with primary care providers considering the emphasis they placed 
on disciplinary power. Historically, the greater power of men over women in society has 
contributed greatly to inequality between nurses and physicians as medicine has traditionally 
been a male dominated occupation and nursing a female dominated occupation (Bell, 
Michalec, & Arenson, 2014; Hall, 2005; Seenandan-Sookdeo, 2012; Wuest, 1994). Stein 
(1968) suggested that not only did the stereotypical gender roles of male dominance and 
female passivity set the stage for the doctor-nurse game, but also that the doctor-nurse game 
worked to reinforce these stereotyped roles in society. Therefore, it would seem that 
eliminating the doctor-nurse game would not only help improve nurse-physician 
collaboration, but also benefit society by eliminating behaviours that promote gendered 
stereotypes and discrimination. Unfortunately, as all providers discussed in this study were 
assigned female gender as a confidentiality measure, it was not possible to openly examine 
the influence of gender on PHN-primary care provider collaboration. However, having 
knowledge of all providers’ gender, it was my perspective that gender contributed to power 
imbalances, and in some cases, negatively impacted collaboration. As research shows that 
gender inequalities between men and women and disciplinary inequalities between nurses and 
physicians persisted even in the context of contemporary interprofessional teams (Bell et al., 
2014; Hall, 2005; Nugus, Greenfield, Travaglia, Westbrook, & Braithwaite, 2010), it will be 
important to openly discuss these issues in primary care homes and interprofessional teams in 
order not to perpetrate them. 
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Summary of Discussion  
In this study, a focus on client-centred care, professional relationships with primary 
care providers, an ethos of teamwork, leadership that promoted equality, and clear, direct, 
communication promoted successful collaboration between PHNs and primary care 
providers. When these facilitators of collaboration were examined in relation to what was 
described in the research literature, it was apparent that PHNs already possessed the 
foundational skills, abilities, and knowledge they needed to begin collaborating more 
intentionally with primary care providers in primary care homes and interprofessional teams. 
Having had positive experiences of collaborating with primary care providers in the past 
helped PHNs express and develop their collaborative skills, abilities, and knowledge to avidly 
embark on new collaborations. This study draws attention to the significant potential for 
collaboration within PHN practice that could surely be developed by PHNs as they come to 
understand their capacity for collaboration and begin to recognize how collaborative practice 
fits within their new role as primary care nurses in primary care homes and interprofessional 
teams. With more opportunities to work directly with primary care providers to build a 
repertoire of successes, and with a little personal, professional, and structural support, PHNs 
may be able to successfully configure their practice to intentionally collaborate with primary 
care providers in their new role and practice context.  
 
 
  
  98 
Chapter Six: Conclusions and Implications 
This qualitative research study examined public health nurses’ (PHNs’) experiences of 
collaborating with primary care providers in northern British Columbia. The purpose of the 
study was to better understand how PHNs in a rural, northern setting experienced 
collaboration with primary care providers. Fifteen PHNs who worked in communities of 
various sizes were interviewed and asked to share their experiences of collaborating in their 
day-to-day practice. Responses were analyzed using interpretive description methods 
(Thorne, 2008). The themes of power, autonomy, communication, and a public health 
perspective were found to characterize the nature of PHNs’ experience of collaboration with 
primary care providers. It was interpreted that PHNs were beginning to configure their 
practice to move away from ad hoc collaboration to collaboration that was more sustained 
over time. While PHNs viewed collaboration with primary care providers somewhat 
skeptically, they nonetheless described many positive experiences of collaboration. The 
aspects of PHN practice that facilitated successful collaboration for positive health outcomes 
for clients, families, and communities were: A focus on client-centred care, professional 
relationships with primary care providers, an ethos of teamwork, leadership that promoted 
equality, and clear, direct, communication. This study found that PHNs already possessed the 
foundational knowledge, skills, and abilities to succeed in collaboration, they just needed 
more opportunities to develop their capacity for collaborative practice by experiencing 
successes. By focusing on the facilitators of collaboration in PHN practice, this study makes 
suggestions for promoting collaboration between PHNs and primary care providers in 
primary care homes and interprofessional teams.  
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Conclusions 
Focusing on clients’ needs and preferences for care and services could be a starting 
point for promoting collaboration between PHNs and primary care providers in primary care 
homes and interprofessional teams. Putting clients’ needs and preferences front and center in 
collaboration seemed to draw providers’ attention away from minor disagreements, threats to 
autonomy, differing health care perspectives, and miscommunication. When PHNs and 
primary care providers were focused on clients rather than on problems in collaboration, 
power inequalities were more subdued and collaboration was more successful because both 
providers were able to contribute to care and services in a meaningful way. Aspects of client-
centred care were most visible in PHNs’ examples of collaborating to meet the needs of 
vulnerable clients. Thus, PHNs and primary care providers could embark on collaborative 
practice by working together to figure out who are the vulnerable people in their 
communities, what are the needs of these people, and how they will work together with them 
to provide effective care and services. Working to improve health for vulnerable clients 
would harness the distinct disciplinary strengths of both PHNs and primary care providers for 
better client, family, and community health outcomes.   
 Public health nurses need to unsubscribe from the idea that working in isolation from 
primary care providers supports autonomous practice and ensures harmony between 
providers. In this study, PHNs and primary care providers actually got along quite well when 
they worked closely together. Working together helped providers build professional 
relationships and adapt positive behaviours that facilitated collaboration. Providing more 
opportunities for PHNs and primary care providers to work directly together in clinical 
practice or on community health committees would facilitate relationship building. For 
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example, chatting socially with primary care providers might help PHNs get to know primary 
care providers better which could make it less intimidating for them to ask questions or 
request feedback on their practice. Observing how primary care providers practice could give 
PHNs more respect for their competence, and a better understanding of the demands of their 
position. Although co-locating PHNs and primary care providers is another option for 
increasing the number and frequency of direct interactions between providers, co-location is 
not feasible or practical in all communities. Hence, other options for relationship building 
could be explored such as regularly scheduled interprofessional meetings, teambuilding 
events, and social events (Brown et al., 2011). 
Public health nurses in this study had developed a strong sense of team spirit and honed 
their teamwork skills by working in their public health nursing teams. Even though teamwork 
will be quite different in interprofessional teams, PHNs simply need to build upon the skills 
they already possess to successfully adapt their practice for interprofessional teamwork. By 
acknowledging that teamwork is one of their strengths, perhaps PHNs could increase their 
confidence in their ability to succeed as team players in interprofessional teams.  
A few PHNs who worked in small communities described how a family-style of 
teamwork facilitated collaboration with primary care providers. However, the research 
literature suggested that there were both benefits and drawbacks to a family-style of 
teamwork (Brown et al., 2011; Cameron et al., 2012; Finlayson & Raymont, 2012; Oandasan 
et al., 2009). Interprofessional teams that have a family-style of teamwork will want to 
consider how they can promote supportive collegial environments that permit openly 
addressing conflict. Not all interprofessional teams will want to adapt a family-style of 
teamwork; some teams may not need to feel like a family in order to for teamwork to thrive 
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and for the team to function well. Teams will need to find the style of teamwork that fits their 
specific needs and purposes best. 
Public health nurses viewed leadership as a way to promote equality between health 
care providers and between a biomedical and a population health care approach in primary 
care homes and interprofessional teams. A few PHNs viewed leadership as primarily being 
the prerogative of team leaders, which drew attention to the challenges team leaders will face 
as they try to model non-hierarchical relationships while carrying out management tasks. 
Having team coordinators instead of team leaders, or rotating the position of team 
leader/team coordinator are useful suggestions from the research literature that might help 
mitigate this problem (Cioffi et al., 2010; O’Neill & Cowman, 2008). At the very least, team 
leaders should ensure that their management duties do not prevent them from expressing the 
personal and professional qualities which make them good clinical leaders.  
This study found that PHNs expressed strong leadership skills when they collaborated 
with primary care providers on health promotion and illness and injury prevention work at 
both the individual/family level and the community health level of practice. Perhaps another 
way to promote egalitarianism in teams could be to rotate leadership roles on specific projects 
amongst team members so that everyone gets a chance to express and develop their 
leadership skills. Public health nurses would excel in leading population health-focused 
projects. Making positive client outcomes the stated goal of leadership and collaboration 
could help prevent providers from getting too caught up in team dynamics and losing their 
focus on client-centred care.  
Having clear and direct ways to communicate with each other would stymie the muted-
form of the doctor-nurse game (Stein, 1968) that was being played between PHNs and family 
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physicians in northern British Columbia. If PHNs were able to speak directly with physicians 
in urgent situations, they would be able to ensure clients received the care and services they 
needed in a timely manner. One PHN suggested that PHNs should be able to call physicians 
on their cell phones. Meeting regularly with physicians, perhaps in formal interprofessional 
meetings, might improve communication and collaboration around clients with complex and 
ongoing health issues. Although PHNs were keen for better electronic communication with 
physicians, electronic communication might better be considered as a way to augment other 
forms of communication such as phone and fax, rather than as a way to replace them 
(Lyngstad et al., 2014). Clear, direct communication between PHNs and physicians would 
help prevent and resolve conflict caused by miscommunication which, in effect, would 
eliminate the doctor-nurse game altogether. 
Study Limitations 
 This was a small, qualitative study conducted with fifteen PHNs who worked in rural, 
northern communities. Thus, caution should be used when considering the transferability of 
the findings to other settings and contexts. The study only examined PHNs’ perspectives of 
collaborating with primary care providers and as such the findings were one-sided; they did 
not speak to primary care providers’ perspectives of collaborating with PHNs. As the study 
was conducted shortly after participants found out they would soon be transitioning to a new 
role as primary care nurses in interprofessional teams, PHNs’ perceptions of evolving roles 
and health care environments were intertwined with their experiences and perceptions of 
collaborating with primary care providers. The findings of the study therefore reflected 
PHNs’ experiences and perceptions at a time of considerable change and uncertainty. 
Because all participants and the people they talked about were assigned female gender as a 
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confidentiality measure, the impact of gender on collaboration was not visible to the reader of 
this study and was not analyzed by the researcher. However, as the pronouns “she” and “her” 
replaced any references to “he” or “him” in participants’ quotes, readers may find themselves 
reflecting on their own expectations of gender in professional roles, particularly where the 
pronouns differed from what they might have expected to read (e.g., some readers might have 
expected to read about male physicians and female nurses). Perhaps in some small way, this 
helps to normalize non-traditional gender roles in health professions. 
Implications for Research 
 Although interprofessional collaboration has been researched in primary care settings, 
community care settings, and multidisciplinary health care teams, PHN-primary care provider 
collaboration itself has not been thoroughly examined. While this study helps to address this 
gap in the literature, it provides only PHNs’ perspectives on collaborating with primary care 
providers in rural, northern settings. Research examining primary care providers’ 
perspectives on collaboration with PHNs and research from urban settings is needed to round 
out the literature.  
 Public health nurses mainly described how they collaborated with family physicians, 
although they did share a few examples of collaborating with nurse practitioners and other 
primary care providers such as mental health clinicians. It was clear that collaboration with 
non-physician primary care providers was very different from collaboration with physicians. 
More research is needed to identify the underlying factors of successful collaboration 
between PHNs and non-physician primary care providers so these kinds of collaborations can 
also be supported and sustained in primary care homes and interprofessional teams.  
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 Research examining the relationship between client-centred care and collaboration is 
needed to more fulsomely understand how focusing on client-centred care might motivate 
health care providers to collaborate successfully. As well, research examining clients’ 
experiences and perceptions of receiving collaborative team-based care and services is 
needed to better understand how interprofessional collaboration impacts clients. Given that 
smooth, effective collaboration may be invisible to clients who have little interaction with the 
health care system, research should focus on clients who have more extensive experience 
with the health care system and are better able to articulate their experiences of 
interprofessional collaboration and health care and services. 
Professional relationships were key to successful collaboration in this study, but more 
needs to be known about how PHNs and primary care providers actively build professional 
relationships in-person and by distance. Collaboration by distance may pose challenges for an 
increasing number of PHNs and primary care providers as they strive to meet the needs of 
geographically dispersed people and communities. A family-style of teamwork and co-
location of providers facilitated collaboration for PHNs who worked in small communities. It 
would be important to know more about the benefits and drawbacks to each of these, and how 
teamwork style and co-location impact collaboration differently in small and large 
communities. As improving communication between PHNs and primary care providers could 
have a significant positive impact on collaboration, research examining how interprofessional 
meetings, electronic communication, or even simply better phone and in-person 
communication impact collaboration would help interprofessional teams prioritize new 
communication pathways. Research examining how gender impacts PHN-primary care 
provider collaboration is also needed.  
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Implications for Education 
This study has important implications for undergraduate nursing and medical programs 
and for continuing education of PHNs and primary care providers in the workforce. In terms 
of undergraduate nursing and medical education, it is clear that students of both professional 
groups need to learn how to practice collaboratively and interprofessionally so that they are 
prepared to work this way when they enter the workforce. A major focus of undergraduate 
education programs has been on teaching students how to relate to and communicate with 
clients, but these skills and knowledge may not be directly transferrable to collaborating with 
other health care providers. Learning opportunities for interprofessional collaboration could 
involve classroom and practical experiences that introduce student nurses, student physicians, 
and students of other health care disciplines to one another. Where possible, students could 
also participate in team-based learning and practice activities. If flexibility and adaptability 
were emphasized over professional rigidity in undergraduate education, students of nursing 
and medicine might develop a more versatile practice that could accommodate 
interprofessional collaboration. 
Continuing education about how to collaborate interprofessionally is needed for PHNs 
and primary care providers who are already in the workforce. Although some providers may 
be more comfortable collaborating than others, all providers need to participate in education 
and training to learn how to work together in new ways primary care homes and 
interprofessional teams. Public health nurses and primary care providers would particularly 
benefit from education on how to promote equality in teams and how to communicate 
directly to prevent the doctor-nurse game (Stein, 1968) from being played. Other priority 
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continuing education topics could be how to resolve conflict in teams, how to provide client-
centred care in teams, and how to address population health issues in teams.    
Implications for Practice 
Public health nurses need to acknowledge, celebrate, and take full credit for their 
ongoing efforts to collaborate with primary care providers in uncertain and evolving health 
care environments. Perhaps by reflecting on the aspects of their practice that contribute to 
successful collaboration with primary care providers, PHNs would become more aware of 
their strengths and build their self-confidence for collaborating in primary care homes and 
interprofessional teams. Overall, PHNs in this study seemed to view collaboration with 
primary care providers with an external locus of control perspective. That is, they were more 
apt to point out what leaders, managers, and primary care providers could do to improve 
collaboration, and less apt to consider what they personally could do to improve 
collaboration. Public health nurses might greatly benefit from reflexively examining their 
perceptions and practices related to interprofessional collaboration and begin to consider how 
they can change their own actions and behaviours to make collaboration more successful. For 
example, PHNs could make a concerted effort to communicate their recommendations 
directly to physicians and not shy away from resolving conflict with physicians. 
This study found that when PHNs and primary care providers worked directly together 
they developed professional relationships that facilitated collaboration. When opportunities to 
work with primary care providers arise, PHNs should approach these new situations with 
positivity, optimism, and a willingness to learn. Small efforts, such as taking time to chat 
about non-work related topics and getting to know a little bit about the other provider 
personally and professionally could make a larger than expected positive impact on 
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professional relationships. When collaborating with primary care providers, PHNs could 
reflexively consider how the collaborative endeavour impacted their autonomy; they may 
realize that working together actually supports their autonomous practice. As research 
suggested that reflexivity helped PHNs build trusting relationships with clients (Browne et 
al., 2010; Collette, 2014), reflexivity may also be key to building professional relationships 
with primary care providers. 
Public health nurses in this study seemed apprehensive about broadening their already 
expansive scope of practice to include aspects of primary care. If PHNs were able to see more 
clearly how their practice already incorporates many aspects of primary care, perhaps this 
impending change would not seem as immense. Or, perhaps if PHNs could see the potential 
for increased professional satisfaction and pride in their practice, they would be more 
motivated to adapt their practice to include aspects of primary care. By increasing their 
comfort level with primary care practice, PHNs would be better positioned to take a more 
active role in collaboration on acute care health issues in collaboration with primary care 
providers.  
Although PHNs worried that the population health aspects of their practice would not 
be needed in primary care homes and interprofessional teams, caring for groups of people and 
communities may well be part of their new role as primary care nurses. To excel at this work, 
PHNs who have a natural population-focused practice may want to seek further education or 
mentorship to develop a more intentional population-focused practice that is visible to other 
members of the team (Diekemper et al., 1999a; 1999b). Perhaps demonstrating an intentional 
population-focused practice in primary care homes and interprofessional teams would 
encourage other team members to develop a more population-focused practice. 
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Implications for Leadership 
 The findings of this study can help inform leaders to foster, sustain, and improve 
collaboration between PHNs and primary care providers in primary care homes and 
interprofessional teams. First and foremost, leaders need to recognize that nurse-physician 
power imbalances are ingrained in health care culture and, from PHNs’ perspective, 
negatively impact the way PHNs and primary care providers work together. Leaders will then 
be able to recognize that the doctor-nurse game (Stein, 1968), albeit a muted form of the 
game, is sometimes still being played out. With this knowledge, leaders could take steps to 
help PHNs and primary care providers develop positive ways of interacting with one another 
which could prevent the doctor-nurse game from being played at all. For example, leaders 
could support PHNs to make direct recommendations about client care to physicians and they 
could encourage physicians to respond to PHNs’ requests in a timely manner. Perhaps 
formalizing certain communication pathways would be a fair and objective way to improve 
communication. Another way to promote equality in PHN-primary care provider 
collaboration would be to ensure health promotion and illness prevention work remains a 
priority for the team. 
As PHNs strongly perceived that a non-hierarchical team structure would facilitate 
collaboration with primary care providers in primary care homes and interprofessional teams, 
this study makes a few suggestions for leaders to promote equality in teams. Leaders could 
actively work to promote a non-hierarchical team structure by ensuring all providers are able 
to equally participate in team activities. For example, all providers could be offered a chance 
to voice their opinions at team meetings, make meaningful contributions to team functioning, 
and work towards the teams’ goals. Orientating all providers to collaborative practice would 
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help set realistic goals and expectations and would promote role understanding amongst team 
members. Leaders who head interprofessional team meetings could ensure meetings are 
purposeful, organized, and make good use of providers’ time (Clark & Greenawald, 2013). 
Leaders will also want to reduce barriers to physician participation in meetings. Conflict 
resolution policies could be developed and used to guide providers to solve problems in 
collaboration (Brown et al., 2011). As management duties and leadership roles may place 
conflicting demands on leaders and make it difficult for them to model a non-hierarchical 
team structure, leaders will want to find ways to balance these aspects of their position so 
they are able to promote and demonstrate egalitarianism to team members. When all team 
members feel they are positively contributing to client care and services, it is more likely 
collaboration will be successful. 
Final Thoughts 
This study found that there was a solid basis for interprofessional collaboration between 
PHNs and primary care providers in northern British Columbia. By focusing on clients, 
building on strengths, finding common ground for collaboration, addressing barriers and 
challenges to collaboration, and most importantly, striving for and actualizing better health 
care and services for clients, families, and communities, collaboration between PHNs and 
primary care providers may thrive in primary care homes and interprofessional teams. 
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Appendix A: Interview Questions 
1. What primary care providers have you been working with in your community (insert 
community name) and how have you been working with them in your everyday practice? 
2. Can you please tell me about a time when you worked with a primary care provider to 
positively influence client/family/community health that stands out as particularly 
successful?  
 a) What was it about this situation that contributed to its success? 
3. Can you please tell me about a time you worked with a primary care provider and things 
did not go as well as planned? 
 a) What was it about this situation that contributed to its lack of success? 
4. How do you think collaboration with primary care providers on population health level 
issues may fit in the primary care home model of health care? 
5. How does community size (and/or composition) influence the way you have been working 
with primary care providers? 
6. What advice would you have about how to make collaboration work? 
a) For health care planners? 
b) For nurses and primary care providers? 
7. I’d like to know more about the context of your public health nursing practice: 
 a) How long have you been nursing? 
 b) How long have you worked in public health? 
 c) Do you consider your practice generalist or specialist? 
 
Probes for Questions #2 & 3 
-Tell me about the context of the situation (who was involved, what was going on, when and 
where it took place). 
-What were you thinking at the time? 
-What were you feeling at the time? 
-What were your concerns at the time? 
-Why is this situation significant/memorable? 
(Questions # 2 & 3 and probes developed from MacLeod, 1990) 
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Appendix B: Email Script for Invitation to Participate in the Research Study 
[insert date] 
 
Dear Public Health Nurse, 
 
My name is Sara Pyke and I am a Registered Nurse and a student in the Master of Science in 
Nursing program at the University of Northern British Columbia. I would like to invite you to 
participate in my research study entitled How do Public Health Nurses in Northern British 
Columbia Experience Collaboration with Primary Care Providers?  
 
The purpose of the study is to develop a better understanding of how public health nurses 
work with primary care providers in rural, northern settings. Should you choose to 
participate, you will be asked to take part in one phone interview lasting approximately 60 to 
90 minutes. You can choose the time and location for your interview (i.e., inside or outside of 
work hours; from your office or another private location).All participants will also be given 
the opportunity to provide the researcher with feedback on her interpretations either by phone 
or email which will take approximately 30 to 60 minutes of your time. 
 
Participation in this study is voluntary: The decision to participate or not is entirely yours. 
Choosing either to participate or not will have no impact on your employment status in any 
way. Participants will not be paid to take part. 
 
If you have any questions about participating in this study, please contact the researcher, Sara 
Pyke, by email at pyke@unbc.ca. 
 
Attached to this email is an information letter that outlines the details of the study, the 
voluntary nature of participation, what will be expected of you, the details of the risks and 
benefits, how participants will be selected, and the specific measures that will be taken to 
ensure your privacy and confidentiality. Please review it carefully. At the end of the 
information letter is a consent form for you to fill out if you choose to participate—it is 
required that I provide you with a copy of your signed form.  
 
Whether you choose to participate in this study or not, I would like to genuinely thank you 
for taking your time to read and consider this information, and for taking part in this 
important work. 
 
Sincerely, 
 
 
 
Sara Pyke, RN, CCHN(C) 
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Appendix C: Research Information Letter and Consent to Participate 
 
Research information letter/ Consent Form 
 
October 16, 2015 
 
Title of  How do Public Health Nurses in Northern British Columbia 
Project: Experience Collaboration with Primary Care Providers? 
  
Researcher:   Sara Pyke 
University of Northern British Columbia 
3333 University Way 
Prince George, BC V2N 4Z9 
Email: pyke@unbc.ca   
 
The researcher is a Registered Nurse employed casually as a Community 
Health Nurse for Yukon Health and Social Services.  The researcher is not 
currently employed by Northern Health, but worked for Northern Health from 
2008 to 2012. 
 
The researcher is pursuing a Master of Science in Nursing degree which is 
independent from her role as a Registered Nurse. This research is part of a 
thesis.        
 
Supervisor:    Martha MacLeod, PhD, RN 
Professor and Chair, School of Nursing 
Professor, School of Health Sciences 
Co-Lead, UNBC Health Research Institute 
University of Northern British Columbia 
3333 University Way 
Prince George, BC V2N 4Z9 
Tel: 250-960-6507 Fax: 250-960-6410 
Email: martha.macleod@unbc.ca  
 
Funding:  The researcher has received a Canada Graduate Scholarship- Master’s 
from the Canadian Institutes of Health Research. 
 
Invitation to participate 
You are being invited to take part in this research study because we want to learn more about 
how public health nurses in northern British Columbia work collaboratively with primary 
care providers. I am looking to interview 10 to 12 public health nurses from communities of 
all sizes. 
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Purpose and objectives of this study 
The purpose is to develop a better understanding of how public health nurses work with 
primary care providers in northern British Columbia. There are three objectives of this 
research:  
1) To identify and describe the aspects of collaboration that currently exist in public health 
nurses’ everyday interactions with primary care providers 
2) To find out what facilitates and hinders collaboration between these providers in this 
setting 
3) To understand the impact of interprofessional collaboration on public health nurse practice. 
 
Participation in this study is entirely voluntary 
You are in no way obligated to participate in this study. Choosing either to participate or not 
will not impact your employment status in any way. You are free to not answer any questions 
that make you feel uncomfortable. You are also free to withdraw from the study at any time 
without giving a reason and the information provided up to that point will be withdrawn from 
the study and securely destroyed. 
 
How participants are chosen 
I am looking to interview 10 to 12 public health nurses with diverse perspectives on this 
topic. Therefore, public health nurses with varying levels of experience as well as public 
health nurses working in communities of all sizes are welcome to participate in this study.  
 
Public health nurses who are interested in participating are asked to contact me 
directly by email: Sara Pyke: pyke@unbc.ca 
 
If more than 10 to 12 nurses respond to the invitation, participants will be selected based on 
geographical variation to balance perspectives from small, medium, and large communities. 
If fewer than 10 to 12 nurses respond within two weeks, a reminder email will be sent.  
 
Participants will be asked to 
Take part in one phone interview which will take approximately 60 to 90 minutes (but no 
longer than 90 minutes). You may choose the time and location of their phone interview (i.e., 
inside or outside of work hours; from their office or another private location). You will be 
asked about your experience of collaborating with primary care providers. Interviews will be 
digitally recorded and transcribed. You will not be paid to take part in the study. Upon 
completion of data analysis you will be given the opportunity to provide the researcher with 
feedback on her interpretations. This may be done either by way of a short email or over the 
phone—providing feedback is entirely optional, and participants may choose not to do so. If 
you would like to give the researcher feedback over the phone, a second short interview 
(approximately 30 to 60 minutes, but no longer than 60 minutes) will be conducted 2 to 4 
months after the first.   
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Potential benefits of the study 
There are no direct benefits to you of participating in this study. The study will elicit a better 
understanding of collaboration between public health nurses and primary care providers in 
northern British Columbia and identify situations, contexts, and factors that may influence 
this type of practice. This knowledge may be used by health care policy makers, managers, 
nurses, primary care providers, and others to promote and develop collaborative practice. 
This could positively impact public health nurse and primary care provider practice in 
northern British Columbia. 
 
Potential risks of the study 
One minimal risk has been identified as having the potential to cause harm: 
Emotional/psychological distress: Some of the questions (particularly the question 
asking about an experience of collaboration that did not go well) may be upsetting to 
you. If you experience any emotional/psychological distress, you are encouraged to 
seek counselling or to consult your family doctor. Counselling services may be 
accessed through Northern Health’s Employee and Family Assistance program or from 
another certified provider in your community. Some options for counselling services 
are: 
 
Northern Health Employee and Family Assistance Plan 
Confidential telephone or in-person counselling services available to all full-time, 
part-time, and causal employees in any community in northern British Columbia 
Toll free number: 1-844-880-9142 
Online: workhealthlife.com 
Mobile App: My EAP 
 
Walmsley  
Offers in-person or telephone counselling services which can be accessed from 
any community in northern British Columbia 
1512 Queensway St 
Prince George, BC V2L 1L7 
Phone: 250-564-1000 
Toll Free: 1-800-481-5511 
Online contact: http://walmsley.ca/ 
 
Brazzoni and Associates Mental Health Services 
Offers in-person, telephone, and skype counselling services which can be 
accessed from any community in northern British Columbia 
301-1705 3rd Avenue 
Prince George, BC 
Phone: 250-614-2261 
Toll Free: 1-866-614-2261 
Online contact: http://brazzoni.com/ 
  122 
Privacy, anonymity, and confidentiality 
I will employ several measures to ensure your privacy and confidentiality are maintained at 
all times. You will be assigned a pseudonym and interview transcripts will labelled with the 
pseudonym, not the participant’s real name. All personal identifiers (e.g., names of people 
and places) will be removed from the data during transcription. In addition, I will make the 
gender of all participants, clinicians and other people mentioned in the transcripts female to 
eliminate this identifying characteristic. Any other descriptive characteristics (e.g., age, years 
of practice, etc.) will also be omitted from the transcripts. I will not report on specific data 
contained within individual interviews, only on common patterns that occur across multiple 
interviews.  
 
Anonymity cannot be guaranteed: The nature of qualitative research in small, northern 
communities makes it impossible to guarantee participants’ complete anonymity because of 
the small number of participants involved in the study and the inclusion of participants from 
small communities. Although I will make every effort to protect your privacy and 
confidentiality (see next section), there is a risk that you may be identified by the stories you 
share—anonymity cannot be definitively guaranteed. I will seek your permission to use any 
extensive quotes (more than 50 words) in the research report. Quotes may be altered to ensure 
confidentiality (e.g., gender and other descriptions of people, places, or events may be 
changed). I will be sensitive to issues in small communities, and will not identify any 
community (or data that could reveal the identity of the community) in the research report. 
 
Data storage 
All data and documents will be stored in a locked research office at UNBC. Electronic data 
(e.g., voice recordings and interview transcripts) will be stored as password protected and 
encrypted files in UNBC’s secure network drive. Paper documents with identifying data (e.g., 
consent forms) will be kept in a locked cabinet. Only the researcher and the research 
supervisor will have access to any of the data.  
 
Data will be used solely for this study; electronic data will be securely stored on UNBC’s 
secure network drive and paper data will be stored in a locked cabinet in a locked research 
office. All data will be permanently deleted (electronic data) or physically destroyed (paper 
data) five years after the successful thesis defence and publication. If there are issues with 
defence and/or publication, data will be destroyed six years from the date of collection. 
 
Study results 
The results of this study will be reported in a graduate thesis and may also be published in 
journal articles and presented orally. You can access study results by contacting me directly 
at pyke@unbc.ca. 
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Participant consent and withdrawal 
Taking part in this study is entirely up to you. You have the right to refuse to participate in 
this study. If you decide to take part, you may choose to pull out of the study at any time 
without giving a reason and without any negative impact on your employment status; the 
information you have provided up to that point will be withdrawn from the study and 
securely destroyed. 
 
Questions about the study 
If you have any questions about what is being asked of you, please contact me directly: Sara 
Pyke: pyke@unbc.ca. 
 
Concerns or complaints about the study 
If you have any concerns or complaints about your rights as a research participant and/or your 
experiences while participating in this study, contact the UNBC Office of Research at 250-
960 6735 or by email at reb@unbc.ca. 
 
End of information letter; consent form on the next page. 
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Consent to Participate in the Research Study “How do Public Health Nurses in Northern 
British Columbia Experience Collaboration with Primary Care Providers?” 
 
I have read the information presented in the information letter about the project:  
 
YES   NO 
 
I have had the opportunity to ask questions about my involvement in this project and to 
receive additional details I requested.   
 
YES   NO 
 
I understand the risks and benefits of participating in this research study 
 
YES   NO 
 
I understand that if I agree to participate in this project, I may withdraw from the project at 
any time up until the report completion, with no consequences of any kind.  I have been given 
a copy of this form. 
 
YES   NO 
 
I agree to be recorded.    
 
YES   NO 
 
I agree to be contacted by email to arrange a time to give my feedback on the researcher’s 
interpretations of data 
 
YES   NO 
 
Follow-up information can be sent to me at the following e-mail address:  
 
YES   NO 
 
• Your signature below indicates that you have received a copy of this consent form for 
your own records. 
• Your signature indicates that you consent to participate in this study.   
 
Signature:  
 
Name of participant (printed):  
 
Participant’s email address: 
 
 
Date:  
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Appendix D: Ethics Approval 
 
